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Depressed fractures of the zygoma_ are 
commonly seen as the result of severe 
external force, and are often associated 
with fractures of the nasal bones and 
maxilla. 

Because the edema and ecchymosis 
of the overlying soft tissues often conceal 
the depressed zygoma, such fractures are 
frequently overlooked and remain unrec 
ognized and untreated. 

At the time of injury the depressed 
bone may be elevated easily into normal 
position, but if overlooked or neglected a 
conspicuous flattening of the face results, 
which is difficult to correct even by recon 
structive methods. 

The zygoma, or cheek bone, is small 
and quadrangular in shape. It forms one 
of the most prominent parts of the face 
and part of the lateral wall and floor of the 
orbit. This bone is dense, not readily 
fractured and is a buttress between the 
face and the skull. As a rule, if injury to 
this region takes place, the body of the 
zygoma is not fractured, but one of its 
four processes may be. 


Treatment of depressed fracture 


of the zygomatic bone 


@ Walter W. Crowe, D.D.S., Bremerton, Wash. 
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In severe facial injuries, diplopia and 
other ocular disturbances may be present. 
There may be limitation in movement of 
the eye caused by muscular injury and 
pressure of bony fragments, or alterations 
in the level of the globe when the floor of 
the orbit is displaced or comminuted. 

Mandibular movements may be lim- 
ited if the zygomatic arch is depressed in 
ward against the coronoid process. 

The diagnosis of fracture of the 
zygomatic bone is based on the history, 
local appearance, palpation, roentgeno- 
graphic studies and the following signs 
and symptoms: 


Facial swelling. 
Depression or flatness of the face. 
3. Limitation of motion of the man- 


l. 
y 


dible resulting from muscular spasm, me- 
chanical obstruction (depression of the 


The opinions or assertions contained herein are the private 
ones of the author and are not to be construed as official or 
reflecting the views of the Navy Department or the Naval 
Service at large 

Captain (D.C.), U. S. Navy, U. S. Naval Hospital, 


Bremerton, Wash 
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Fig. 1.—A: Preoperative view of patient showing 
typical flatness of the left zygomatic region result 
ing from depression of the zygoma. B: Edema and 
ecchymosis around the eye. Note hemorrhagic in 
filtration of the sclera. C: Posteroanterior view 
showing fracture of the zygoma with displacement 
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zygomatic arch against the  coronoid 
process) and pain. 
Ecchymosis 
Unilateral nasal hemorrhage. 
Infraorbital anesthesia. 
Diplopia. 
Emphysema. 

The roentgenographic examination 
should consist of posteroanterior and verti 
cosubmental views which give the clear- 
est view of the maxilla and demonstrate 
well the position of the two inferior orbital 
margins, W ith the degree of displacement. 

There are several methods of treat 
ment. Among those are the following: 

1. The intraoral approach through 
the buccal 


The external appr 


The antral approach.”""" 


There are certain advantages and dis 
advantages to any given operative proce 


dure. I preter to elevate the displaced 
bone through a small incision in the 
cheek. The place of incision is made ac 
cording to displacement of the bone. 

If the zygoma is badly comminuted, 
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Fig. 3.—A: Postoperative view of patient showing 
small external skin’ incision. B: Posteroanterior 
view showing zygoma in correct alignment. C: 
Appearance of patient when dismissed from hos- 
pital February 15 
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a steel hook will usually prove unsatis 
factory for elevation of these fragments, 
and an intraoral incision with elevation 
from within the antral cavity be 
necessary. 

The final decision as to the method 
of treatment used must be determined by 
the experience of the operator, and the 
nature of the injury. 


a Report of Case 
A white male, aged 27, was admitted 
to the hospital January 23, 1950, after 
falling 20 feet from the roof of his home 
two days previously. 

The left cheek bone had struck a 
wooden saw horse in the fall. The patient 
was not aware of any facial deformity until 
some of the swelling around his eye had 
subsided, at which time he noticed a de 
pression around his lett eye. 

The patient's general physical con 
dition was within normal limits. There 
was decided flatness of the left side of 
the face (Fig. 1, A). The infraorbital re- 
gion was numb and tingling. 

Limitation of mandibular movements 
was not evident, and the occlusion of the 
teeth was normal. The patient complained 
ot pain in the zygomatic region. 

There was edema and ecchymosis of 
the left eyelid with subconjunctival hem- 
orrhage (Fig. 1, B). 

lhe lett eyelids were swollen. Vision 
was unimpaired and diplopia was not 
evident. There were no lacerations over 
the malar prominence. 

Roentgenographic examination _ re 
vealed a fracture involving the left zygoma 
in the region of junction with the maxilla 
(Fig. 1, C). There was also a fracture 
with some displacement which involved 
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Fig. 4.—Appearance of patient on April 24, shou 
ing results of treatment. Incision is hardly visible 


the zygoma on its lateral aspect. The 
zygomatic arch had a minimum medial 
displacement. 

On the second day after admission, 
under thiopental sodium anesthesia, a 
small incision was made in the cheek 
along the lower border of the malar bone. 
A steel hook with a sharp point (Fig. 2) 
was inserted, and by making forceful up 
ward and forward traction the bone was 
elevated into its normal position. No form 
of external fixation was necessary. Two 
skin sutures were placed to close the small 
incision in the cheek (Fig. 3, A). The 
jaws were stabilized by intermaxillary fix- 
ation for several days to avoid subsequent 
displacement by muscular activity. 
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Roentgenographic examination on 
January 27 showed excellent anatomic 
alignment of the fractured zygoma (Fig. 
3, B). 

Phe displaced bone caused no com 
plications, and healing progressed satis 
factorily. The skin sutures were removed 
on the fourth day. 

Phe patient was dismissed from the 
hospital February 15. The zygoma had 
healed solidly in good position, and the 


Gagging, as experienced by people wear 
ing dentures, is a most distressing condi 
tion. Often it is of a temporary nature, 
lasting from a few hours to a few days. 
Phe perseverance and cooperation on the 
part of the patient play an important part 
in overcoming the condition. It has been 
found in most instances that if the patient 
will wear the denture continuously for a 
sufficient period of time a tolerance will 
be built up and the gagging reflex over 
come. In some instances, however, there 
remains a constant lack of tolerance on the 
part of the patient, ino spite of various 
mechanical aids, such as extending the 
denture, increasing the postdam pressure, 


Eradication of gagging reflex for 


tull denture patients 


Charles W. Lincoln, D.D.S.., 
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Fig. 3, 


result’ attained was. satisfactory 
There was still slight paresthesia in 
the infraorbital region, and numbness ex 
tended over the left side of the upper lip. 

On April 24 the paresthesia in the 
infraorbital region was no longer present. 
Lhe incision which had been made in the 
Fig. +). The 
patient was in good physical condition, 


cheek was hardly visible 


and the result appeared entirely satis 
factory. 


Pasadena, Calif. 


or constructing a palateless denture. In 
these rare cases, | have resorted to the in 
jection of alcohol and, in all cases, have 
obtained immediate relief. 

The sott tissues overlying the approxi 
mate junction of the hard and solt palate 
are painted with a mixture of one part 
tincture of iodine and one part tincture 
of aconite, and the tissues dried by a blast 
of warm air. As a result of this painting 
the junction of the hard and soft palate 
is indicated by the variance in color ot 
the tissues. Now the lesser palatine fora 
men is located on the posterior margin of 
the palatine bone. About 0.5 ce. of pro 


caine hydrochloride is injected into the 
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soft tissues approximately 4+ mm. distal to 
the foramen, on either side. Allowing 
about one minute for the anesthesia, the 
denture is inserted to make certain that 
the gag reflex has been eliminated. Should 
results prove satisfactory, the denture Is 
removed, and about LO minims of 190 
proof alcohol is injected into the same 


regions. This causes a slight sensation of 


The mandibular third molar 


fullness in the pharyngeal wall. The effect 
of the alcohol usually wears off after a few 
months, and by that time the patient is 
free of complaints. In one instance the 
injection was repeated after a period ol 
five months. The effect of the second in 
jection has worn off and the patient is now 
able to wear dentures comfortably.—65 
North Madison Street. 


@ P. Philip Gross, D.D.S., Philadelphia 


Ihe Winter classification of the mandib 
ular third molar is based upon the position 

- the crown of the third molar in relation 
to the vertical second molar, the deflection 
of the buccal surface of the third molar 
to the alignment of the buccal surtace of 
the second molar and the accessibility of 
the mesial surface of the third molar. 

Ihe mandibular third molar is classi 
fied as vertical, mesioangular, distoangular 
and horizontal, according to the position 
of the crown in relation to the vertical 
second molar (Fig. 1, A 

Ihe vertical type of mandibular third 
molar is parallel to the crown of the 
vertical second molar. This type when 
fully erupted is a normal third molar in 
the arch (Fig. 1, BD. 

The mesioangular type is inclined 


anteriorly or mesially. The crown is di 


rected toward the second molar and the 
roots point toward the ramus (Fig. 1, ¢ 

The distoangular type is directed 
distally, with the crown toward the ramus 
and the roots toward the second molar 

Fig. 1, D 

Phe horizontal type of third molar 
is at right angles to the second molar. 
The usual horizontal type lies with the 
crown toward the second molar (Fig. 

There are variations from the four 
basic positions described, but are so seldom 
encountered that they are not included 
in the main classification. 

The crown of the mandibular third 
molar in either of the four basic positions 
may be deflected buccally or lingually out 
of alignme ‘nt with the buccal surface of 
the second molar. The buccal surface of 
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the third molar in relation to the buccal 
surface of the second molar may be in 
any of three positions: direct alignment 
no deflection), buccal deflection, or lin 
vual deflection. 

Where there is direct alignment, the 
crown of the third molar is directly distal 
to the crown of the second molar with 
the buccal surface of the third molar and 
buccal surface of the second molar in 
direct alignment (Fig. 2, A 

The buccal deflection is) that) in 
which the buccal surface of the crown of 


the mandibular third molar is out of 


alignment buccally with the correspond 


ing surtace of the second molar 

The most common deflection of the 
mandibular third molar is buceally (Fig. 
2. B). 

In the lingual deflection the buccal 
surface is deflected lingually. When the 
buccal surface of the crown is deflected 
lingually out of alignment with the buc 
cal surface of the second molar, the de 
flection will have a tendency to direct 
the occlusal surface of the third molar 


Fig. 1.—-A: Types of mandibular third molar: 1, 
vertical; 2, mesioangular; 3, distoangular; 4, hori 
zontal. B: Vertical type. C: Mesioangular type. D: 
Distoangular type. F: Horizontal type 
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LINGUAL 


A B 


BUCCAL 


Fig. 2.—A: No deflection, buccal surfaces of second and third molars in direct alignment. B: Buccal de 


flection. C: Lingual deflection 


toward the lingual surface of the arch. 
The further this buccal surface of the 
crown of the third molar is deflected 
lingually trom its alignment with the buc 
cal surface of the second molar, the more 
definitely will the occlusal surface of the 
third molar be outlined in the lingual 
roentgenogram (Fig. 2, ©). 

The alignment of the mesioocclusal 
portion of the third molar with the oc 
clusal surface of the second molar is de 
termined by drawing a diagnostic straight 
line distally from the occlusal surtaces of 
the first and second molars toward the 
ramus. Variations in the alignment from 
the line drawn determine the amount of 
ossistructure covering the third molar. 
The mesial surface in this type is easily 
accessible to the application of an exo 
lever (Fig. 3, A). 

The mesial surtace inaccessible type 
is at an appreciable distance from the 
occlusal line. This type is inaccessible to 
the application of an exolever without the 
excision of the ossistructure (Fig. 3, B, 
C, Dand E). 

The classification of the mandibular 
third molar depends upon the interrela 
tionship of the position of the tooth as 
found in the sagittal plane from the lin 


gual roentgenogram, and the occlusal 


plane from the occlusal roentgenogram. 

Phe combination of the sagittal basic 
positions, the accessibility of the tooth and 
the deflection demonstrate the correct 
position of the tooth. This preoperative 
diagnosis cannot be overlooked. Practical 
experience has shown that the successful 
removal of the mandibular third molar 
impacted or otherwise, depends upon cor 
roentgenographic interpretation and 
clinical diagnosis, in conjunction with an 
operative technic applicable to the case at 
hand. The various positions are shown 
in Figure 4. 


B Removal of Mandibular 
Third Molar 


Phe removal of an impacted mandib 
ular third molar should be regarded in 
every sense as a surgical procedure. The 
removal is accomplished in either of two 
Ways: 

1. Removing the ossistructure distal 
to the third molar, creating a space distal 
to the third molar to permit the elevation 
of the tooth into the space created in the 
line of least resistance. 

2. Sectioning of the crown of the 
third molar and the roots, removing the 
tooth in sections, creating spaces mesially 
and distally. 
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In many cases a combination of both 


methods may be employed. It does not 


matter whether the tooth is removed in 
toto or in sections. The ideal operative 
procedure is to remove the tooth without 
the destruction of too much ossistructure 
and without harming the neighboring 
teeth. 

Phe chief aim in the removal of the 
ossistructure over the crown of the tooth 
and the excision of the ossistructure distal 
» tothe third molar is to permit the elevation 


of the tooth in the line of least resistance. 

Realizing that the retentive factor in 
the removal of an impacted tooth is the 
ossistructure, it remains either to excise 
enough of the retentive ossistructure and 
remove the tooth in one piece or to divide 
the tooth and remove it in sections. The 
less ossistructure excised, the less pain will 
follow the removal. In many cases, the 
tooth can be removed with little excision 
of the ossistructure, using the sectioning 
technic. 


Fig. 3.—A: Vertical type, mesial surface accessible. 
B: Vertical type, mesial surface inaccessible. C: 
Mesioangular type, mesial surface inaccessible. D: 
Distoangular type, mesial surface inaccessible. E: 
Horizontal type, mesial surface inaccessible 
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MESIOANGULAR IMPACTIONS > 


puccat DEFLECTION MESIAL 


DEFLECTION MESIAL scent LINGUAL DEFLECTION MESIAL 


_ BUCCAL DEFLECTION MESIAL SURFACE 


LINGUAL DEFLECTION MESIAL SURFACE INACCESSIBLE LINGUAL DEFLECTION MESIAL SURFACE IN 


Fig. 4.—Various positions of mandibular third molars—Winter classification 


> VERTICAL POSITION 
DEFLECTION MESIAL SURFACE ACCESSIBLE DEFLECTION MESIAL SURFACE ACC 
¢ 
ae DEFLECTION MESIAL SURFACE INACCESSIBLE =| NO DEFLECTION MESIAL SURFACE NACCESSIBLE a 
LINGUAL DEFLECTION MESIAL SURFACE INACCESSIBLE | LINGUAL DEFLECTION MESIAL SURFACE INACCESSIBLE 
IMPACTIONS HORIZONTAL IMPACTIONS 4 
DEFLECTION MESIAL SURFACE INACCESSIBLE: NO DEFLECTION MESIAL SURFACE IN 
BUCCAL DEFLECTION MESIAL SURFACE ACCESSIBLE 4 
— | iz 
BUCCAL DEFLECTION MESIAL SURFACE INACCESSIBLE | BUCCAL DEFLECTION MESIAL SURFACE INACCESSIBLE - 
LINGUAL DEFLECTION MESIAL SURFACE ACCESSIBLE LINGUAL DEFLECTION MESIAL 


Phe mucoperiosteal flap is designed 
to expose the operative region and not to 
interfere with the lingual tissue. The flap 
is carefully dissected from around the 
distal surface of the second molar. The 
gingival tissue on the distal and the buccal 
surfaces of the second molar is included in 
the flap. The mucoperiosteum is retracted 
with a periosteal clevator from the ossi 
structure. Traumatization should be 
avoided, as this tissue Hap when replaced 
forms the protection for the ossistructure, 
the second molar and the socket after re 
moval of the tooth. 

After retraction of the mucoperiosteal 
flap, the tooth may or may not be covered 
with ossistructure. It is impossible to state 
preoperatiy ely, on the basis of a re 
gram, whether or not the tooth is com 
pletely covered with ossistructure. 

Any ossistructure over the crowns is 
excised by such means as the ossisector, 
hand chisel, bone drills or impactor, ex 
posing completely the occlusal surface of 
the tooth. 

Looth division is accomplished alter 
the ossistructure over “the crown re 
moved. No attempt should be made to 
elevate the tooth before sectioning. A 
loose tooth cannot sectioned easily. 
The use of the impactor or the automatic 
chisel has made the sectioning of teeth ex 
tremely casy. 

The mandibular third molars are sec 
tioned in the following wavs: 

1. Sectioning of the distoocclusal 
portion of the crown to create a space for 
distal displacement of the tooth in con 
formity with root inclinations. This is used 
in cases where the mesioocclusal portion 
of the third molar will not injure the 
distal surface of the second molar during 
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elevation of the third molar (Fig. 5, A). 


2. Sectioning of the mesioocclusal 


portion of the third molar. This procedure 
is used where the convexity of the distal 
portion of the second molar will prevent 
elevation of the third molar (Fig. 5, B). 

3. Sectioning through the — long 
axis of the tooth, dividing the roots of the 
tooth longitudinally. This is accomplished 
by placing the bibevel chisel on the buc 
cal groove (Fig. 3, C). 

4+. Sectioning of the third molar 
transversely, separating the crown from 
the roots. This is rather dificult owing to 
the absence of grooves. This can be over 
come by creating a groove at the cervical 
portion: of the tooth. The bibevel chisel 
can be placed in the notch and the tooth 
sectioned (Fig. 5, D). 


B® Distoocclusal Section Technic 


Case | shows the vertical type of 
mandibular third molar, with lingual de 
flection, mesial surface accessible, mesial 
root inclined distally and the distal root 
straight. The distoocclusal portion of the 
crown is covered with ossistructure (Fig. 
6. A 

Sectioning of the distoocclusal por 
tion of the crown permits displacement 
of the third molar distally in conformity 
with the root formation (Fig. 6, B). 

The socket after the tooth is removed 
is shown in Figure 6, C. 

Case 2 illustrates the vertical type of 
mandibular third molar, with buccal de 
flection, mesial surface accessible and both 
roots inclined distally. The distoocclusal 
portion of the crown is covered with ossi 
strucure (Fig. 6, D). 

Sectioning of the distoocclusal por 
tion of the crown of the third molar per 
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A 


Fig. 5. 
molar. C: 


mits the displacement of the third molar 
distally in conformity with the reot for 


mation (Fig. 6, E). 


The socket after the tooth is removed 
is shown in Figure 6, F. 

Ihe vertical type of mandibular third 
molar, with no deflection and mesial sur 
face accessible, is shown in Case 3. The 
crown is not in occlusal alignment and 
both roots are straight. The distoocclusal 
part of the crown is covered with ossistruc 
ture (Fig. 6,G 

Phe distoocclusal portion of the 
crown is sectioned and removed (Fig. 6, 

A roentgenogram of the socket after 
the tooth is removed is shown in Figure 


6, 1. 


A: Sectioning distoocelusal portion of third molar. B: Sectioning mesioocclusal portion of third 
g g } 
Longitudinal sectioning of third molar. D: Transverse sectioning of third molar 


Case 4 illustrates the vertical type of 
mandibular third molar, with no detlec- 
tion, mesial surface accessible, mesial root 
inclined distally and the distal root in 
clined mesially. The crown of the tooth 
is covered with ossistructure with the ex 
ception of the mesial cusp (Fig. 6, J). 

The distodcclusal portion of the 
crown is sectioned and separated from 
the tooth. The mesial portion is grasped 
with a thin beaked forceps and removed, 
leaving the distoocclusal portion of the 
crown (Fig. 6, A). 

The socket after the tooth is removed 
is shown in a roentgenogram (Fig. 6, L). 

Case 5 illustrates the mesioangular 
type of mandibular third molar, with buc 
colingual deflection, mesial surface inac 
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cessible, roots fused and tooth conical in 
shape. The distoocclusal portion of the 
tooth is covered with ossistructure. The 
second molar is also conical in shape (Fig. 
6, M). 

Phe distoocclusal portion of the third 
molar is sectioned and removed (Fig. 
6, N). 

Phe third molar is displaced out of 
the socket distally in the space created 
distal to the crown. 

The socket after the tooth is removed 
is shown in Figure 6, O. 

Case 6 illustrates the mesioangular 
type of mandibular third molar, with buc 
cal deflection, mesial surface inaccessible, 
mesial root inclined distally and the distal 
root straight. The distoocclusal portion of 
the third molar is covered with ossistruc 
ture (Fig. 6, P). 

[he distoocclusal portion of the tooth 
is sectioned. Removal of the distoocclusal 
portion creates a space for elevation of the 
remaining portion (Fig. 6, Q). The tooth 
is deflected buceally and can be elevated 
into the space created without injury to 
the second molar. 

A roentgenogram of the socket after 
removal of the tooth is shown in Figure 


oR. 


® \esioocclusal Section Technic 


Case 7 illustrates the mesioangular 
type of mandibular third molar, with no 
deflection, mesial surface accessible, roots 
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fused and conical in shape. The convexity 
of the distal surface of the second molar 
prevents the elevation of the third molar 
distally without injury to the second molar 
Fig. 7, A). The first molar is absent. 

The messioocclusal portion of the 
third molar is sectioned and removed (Fig. 
7, B). 

With no impinging ossistructure on 
the distal surface of the third molar down 
to the gingival margin, the tooth is dis 
placed and elevated out of the socket (Fig. 
op 

Case 8 illustrates the vertical type of 
mandibular third molar, with no deflec 
tion and the mesial surface inaccessible. 
The mesial and distal roots are inclined 
distally, the roots are fused, and the bi 
furcation lies near the apex. The ossi 
structure covers the distoocclusal portion 
of the third molar (Fig. 7, D). 

The mesioocclusal portion of the 
third molar is sectioned. The removal of 
this portion creates a space distal to the 
second molar (Fig. 7, E). The tooth is 
then elevated into the space created mesi 
ally (Fig. 7, F). 

During the elevation procedure the 
distoocclusal portion of the crown = Was 
fractured. The roots were then removed. 
he point of the exolever was broken dur 
ing the procedure (Fig. 7, G). The case 
demonstrates the advisability of postopera 
tive roecntgenograms. 


Figure 7, His a roentgenogram ol 


Fig. 6.—(Opposite page) A, B, C: Case 1 showing vertical type of mandibular third molar, lingual deflec 
tion. D, E, F: Case 2, vertical type, buccal deflection. G, H, 1: Case 3, vertical type, no deflection. |, K, 
1: Case 4, vertical type, no deflection. M, N, O: Case 5, mesioangular type, buccolingual deflection. P, 
QO, R: Case 6, mesioangular type, buccal deflection 
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the region after removal of the third molar 
and the broken point of the exolever. 


@ ongitudinal Section Technic 

Case 9 illustrates the vertical type of 
mandibular third molar, with buccal de 
Hection, mesial surface accessible, mesial 
root inclined distally and the distal root 
straight. The ossistructure covers the disto 
occlusal portion of the third molar (Fig. 
8, A) 

The tooth is sectioned longitudinally, 
thus dividing the tooth into two sections. 
Phe roots are removed separately. 

Roentgenograms of tooth and socket 
after the operative procedure are shown 
in Figure 8, B. 


Case 10 illustrates the mesioangula 


type of mandibular third molar, with no 
deflection, mesial surface inaccessible, 
mesial root inclined distally and the distal 


root inclined mesially. No  ossistructure 


covers. the distoocclusal portion of the 
third molar (Fig. 8, ¢ 

Phe tooth is sectioned longitudinally 
and the complete distal root is elevated out 
of the socket. The roentgenogram shows 
the distal root removed (Fig. 8, D). 

Phe exolever channel is from the 
superior aspect of the ossistructure to the 
mesial surface of the mandibular third 
molar. Figure 8, E shows the socket after 
the mesial root is removed. 

Case 11 illustrates the horizontal type 
of mandibular third molar, with no de 
flection and the mesial surface inac 


Fig. 7.—A, B, C: Case 7, shou 
ing mesioangular type of man 
dibular third molar, no deflec 
tion. D, E, F, G, AH: Case 
vertical type, no deflection 
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Fig. 8.—A, B: Case 9 illustrates the vertical type of mandibular third molar, with buccal deflection, mesial 

surface accessible, mesial root inclined distally and the distal root straight. The tooth is sectioned longitu 

dinally, and the roots removed separately. C, D, E: Case 10 illustrates the mesioangular type, with no 

deflection, mesial root inclined distally and the distal root inclined mesially. The tooth is sectioned longi 

tudinally, and the roots removed separately. F, G, H: Case 11 illustrates the horizontal type, with no 

deflection. The mesioocclusal portion is wedged under the distal surface of the second molar. The tooth is 
sectioned longitudinally, and the 
distal root is removed first. 
K: Case 12 illustrates the mesio 
angular type, with no deflection 
and the mesial surface inacces 
sible. The tooth is sectioned 
longitudinally, and the roots re 
moved separately. L, M, N: Case 
13 shows the mesioangular type, 
with no deflection and the me 
sial surface inaccessible 
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cessible. The mesioocclusal portion of the 
third molar is wedged under the distal 
surface of the second molar (Fig. 8, F 
Phe tooth is sectioned longitudinally and 
the distal root is removed first (Fig. 8, G 
Phe lingual plate was fractured dur 
ing the operative procedure, but healed 
without any complications (Fig. 8, 
Case 12 illustrates the mesioangular 
type of mandibular third molar, with no 
deflection and the mesial surface inac 
cessible. The roots are not fully dev eloped 
Fig. 8, 1). The tooth is sectioned longi 
tudinally and removed (Fig. 8, | and A). 
Case 13 illustrates. the mesioangular 
type of mandibular third molar, with no 
deflection and the mesial surface inac 
cessible. The mesial root is inclined dis 


Fig. 9.—A, B, C: Case 14, hori 
zontal type of mandibular third 
molar, no deflection. D, E, F, 
G, H: Case 15, impacted second 
and third molars, crowns of both 
teeth inaccessible 


tally and the distal root is inclined mesially 
Fig. 8, | Phe tooth is sectioned longi 
tudinally and removed (Fig. 8, Wand N 


ransverse Section Technic 

Case 14 illustrates the horizontal type 
of mandibular third molar, with no deflec 
tion, mesial surface inaccessible and both 
roots inclined mesially. No  ossistructure 


covers the distoocclusal portion ot the 
tooth ( big. 9, A) 


\ section of the tooth is removed 
Fig. 9, B 
completely removed. The root portion is 


transversely The crown is 
now displaced into. the space created 
mesially. The socket after the tooth is 
removed is shown in Figure 9, C. 


Case 15 illustrates impacted mandib 
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ular third and second molars (Fig. 9, D). 
Phe third molar was first sectioned and 
removed, prov iding access to the second 
molar (Fig. 9, EF and F). The crown of 
the second molar is sectioned and re 
Fig. 9, G 
removal of the roots (Fig. 9, 1H). 


moved This is followed by 


Conclusions 


This paper presents a basic classi 
fication for impacted mandibular third 
molars and methods of tooth division. The 
sectioning of the tooth causes little loss of 
ossistructure, Whereas removing portions 
of the surrounding ossistructure to deliver 
the tooth in toto results in destroyed struc 
ture that must be regenerated. 

Where it is possible to remove a 


bvipenci 


2| 


tooth in. sections, the surrounding Ossi 
structure can often be allowed to remain 
intact. 

The tooth sectioning technic con 
serves the time of the operator and con 
tributes to the welfare of the patient. 

It is for the operator to decide from 
roentgenographic studies which procedure 
or which combination is most advan 
tageous to the patient for postoperative 
healing and comfort. 

Sometimes a combination of both os 
sistructure removal and tooth sectioning 
has been found most advantageous. Sec 
tioning of the mandibular third molar 
must never be overlooked as a_ possible 
valuable adjunct in this type of oral sur 


gery.—6740 Torresdale Avenue. 


The wish that anything may be true, powerfully influences the mind toward finding it true. A 
researcher in pure science is usually far less influenced by prejudices and wishes than is the in 
vestigator who is aware of the practical results of his tindings. Even the pure scientist is, however, 
likely to be prejudiced in favor of a theory that he himself was proposed or espoused. His reputa 
tion depends upon its being verified, hence, in his selection of facts and interpretation of results, 
he is unconsciously prejudiced. This tendency to error has, however a natural corrective. Other 
scientists may make their reputation by finding defects in old theories and in proving new ones. It 
has now become a recognized principle that evidence of the truth of a theory presented by one man 
cannot be accepted as reliable, even as to the [acts given in its support, until others have made the 
same observations and experiments with the same results. This is especially required when the facts 
reported seem not in harmony with well established theories.—Edwin A. Kirkpatrick, Journal of the 
International College of Surgeons 15:175, February, 1951. 
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Odontoma of the maxillary sinus 


@ Merritte M. Maxwell, D.D.S., Annapolis, Md., 
and C. H. Blackstone, D.D.S., Pearl Harbor, Hawaii 


Ihe oral cavity and adjacent structures are 
formed by a complex embryological proc 
ess. Because of the complexity of this 
process, the mouth has a_ potential for 
tumor formation which is equal to. or 
greater than any other part of the body. 
Odontoma is a tumor of odontogenic 
origin which, because of its insidious on 
set, may reach massive proportions before 
it is diagnosed. The most common symp 
tom of this tumor is painless swelling of 
the maxilla or the mandible, unless this 
lesion by encroachment upon adjacent 
anatomic structures produces inflamma 
tion with its sequelae. Rarely does such 
functional inflammatory impairment occur 
even though the expansive growth of 
odontoma may distort alveolar ridges, in 
volve the maxillary antrums, elevate the 
orbital floor producing diplopia, or par 
tially obstruct the nasal fossae. 
Odontoma is so closely allied with 
all odontogenic tumors that it is difficult 
to consider any classification which does 
not include all neoplasms which originate 
from dental tissue. Bernier and Ash! state 
that 
The term odontoma has been so loosely used in 
the past, sometimes even to designate simple 
anomalies and dental cysts, that it has ceased 
to have the implications it should. Since odon 
togenic structures normally produce calcified 
tissues, a large percentage of odontomas contain 
hard tissue; indeed, soft odontomas, either simple 
or mixed, are rare. The calcified tissue may be 
either ectodermal or mesodermal and is usually 


distorted by dystropic changes. The following 
classification of odontogenic tumors, while not 
infallible, has been found workable . . . 
A—Ectodermal 
1. Ameloblastoma 
a) Monocystic 
Polvevstic 
2. Enameloma 
B— Mesodermal 
1. Soft odontoma 
a i ibrous 
b) Sarcomatous 
2. Calcitied odontoma 
a) Dentinoma 
b) Cementoma 
Mixed Cectodermal and mesodermal 
1. Soit mixed odontoma 
a) Fibro-ameloblastic variant 
Calcified mixed (composite odon 
toma 
a) Complex odontoma 
b) Compound odontoma 
¢) Geminated odontoma 
(d) Cystic odontoma 


This classification is based on the 
predominate tissue as seen on_ histologic 
study. Odontoma represents one or more 
types of odontogenic tissue, in any given 
phase of its maturation process at the time 
the neoplastic activity is instituted. As in 
all tumors, there is an undifferentiation 
and proliferation of cells thereafter. This 


Captain (D. C.) U. S. Navy, stationed at Severn River 
Naval Command, Annapolis, Md 

Commander (D. C.) U. S. Navy, stationed at U. S. Naval 
Dental Clinic, Pearl Harbor, Hawai 

1. Bermier, Joseph L., and Ash, J. E, Atlas of Dental and 
Oral Pathology, ed. 4. Washington, D. C.: Registry Press 
1948 
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MAXWELL—BLACKSTONE: ODONTOMA OF MAXILLARY SINUS 


Fig. 1.—Left: Posteroanterior view, revealing radiopaque mass in right maxillary sinus. Note molar tooth 
in superior aspect of tumor mass. Right: Lateral view, revealing proximity of tumor to the floor of the orbit 


undiflerentiated tissue then, regardless of 
type, becomes the tissue from which the 
odontoma is further classified. 

The case reported here is a complex 
odontoma which is one of the four types 
of calcified mixed odontomas. The calci 
fied mixed odontomas are benign tumors; 
further classification is of academic inter 
est, but from a practical standpoint, the 
treatment, which is excision, is the same 
for all. 

There has been such intensive study 
of these tumors by some authors which 
has resulted in minute classification that 
those with lesser histopathological knowl 
edge may have difficulty at times with 


the basic questions a surgeon should ask 


himself when treating any oral pathologic 


(1) Is 


condition. These questions are: 


the lesion inflammatory or neoplastic? (2 

If it is neoplastic, is it benign or malig 
nant? Obviously an accurate preoperative 
diagnosis even with biopsy is not infal 
lible. But a sound approach has been made 
to definitive treatment if an answer to 
these questions has at least been searched 
for prior to institution of definitive treat 
ment. 

The complex odontoma may have an 
associated malignant tumor or a malig 
nant element superimposed over the be 
nign lesion. Therefore, histopathological 
study of the gross specimen is always in 
dicated. 


a Report of Case 


A 20 year old white male reported to 
the clinic with a moderate enlargement 
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of the buccal surface of the right maxil 
lary tuberosity. Otherwise, the clinical 
examination of the mouth and adjacent 
areas. was noncontributory. Roentgeno 
graphic examination revealed large 
radiopaque area in the region of the right 
maxillary tuberosity, which almost ob 
literated the antrum (Fig. 1). Physical 
examination was entirely negative. Blood 
pressure was 118/68; pulse was 84. A 
tentative diagnosis of odontoma was made. 
Penicillin, 300,000 units daily, was ad 
ministered intramuscularly for two days 
preoperatively. 

On August 17, under block anes 
thesia of the second division, with pro- 
caine, a large flap extending from the 
tuberosity and over the right) mavillary 


ridge to the upper bicuspid region was re 


tracted. An opening through the lateral 
wall of the antrum was made, and the 
tumor dissected free in six large segments. 
Phe character of the tissue was extremely 
dense and was believed to be made up of 
odontogenic as well as osteogenic tissue. A 
maxillary molar tooth was embedded in 
the mass, which extended well up to the 
Hoor of the orbit. One of the large seg 
ments of the tumor seemed to contain 
another molar tooth surrounded by bone 
and the epithelial follicle. lodotorm petro 
latum gauze was packed into the cavity 
and the flap was sutured in place. The 
tissue was sent to the laboratory for his 
topathological study. 

Penicillin therapy was continued for 
two days postoperatively. 

In the best interest of the patient, it 


Fig. 2.—Left: Posteroanterior view, taken postoperatively, showing a normal roentgenographic picture of the 
sinus except for operative defect in the lateral wall. Right: Lateral vieu 
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GOTTLIEB: LONG STANDING DISLOCATION OF THE JAW 


was felt that it was advisable to hospitalize 
him tor better control of his general post 
operative care. small portion of the 
iodoform pack was to be removed daily, 
after which a drain was inserted and 
changed every third day. His course dur 
ing hospitalization was uneventtul. 

Phe laboratory reported a diagnosis 
of complex odontoma. 

On August 27, 1949, the patient was 
discharged to duty and instructed to re 
port to the clinic tor outpatient care, 
which consisted of observation and main 
taining drainage through the operative 


site. 


On September 23, 1949, a roent 


In this paper, dislocation of the jaw is 
taken to mean forward dislocation, be it 
unilateral or bilateral. This is the most 
common form, and lateral and medial dis 
locations, as well as those projecting back 
wards into the external auditory canal, 
often combined with mandibular fracture, 
are not discussed. 

Dislocation of the jaw is caused by 
forced opening of the mouth—usually bi 
lateral—or by a blow on the mandible- 
usually unilateral. In both cases the con 


Long-standing dislocation of the jaw 


B Otto Gottlieb, M.D., Copenhagen, Denmark 


genographic survey was made. This ex 
amination revealed a diffuse clouding of 
the right antrum. The postoperative condi 
tion was satisfactory. 

On October 10, roentgenograms re 
vealed a decreased cloudiness of the right 
1950, roent 
genograms of the operatiy e site revealed 


antrum. On February 27, 


normal radiolucency of the right antrum 


Fig. 2) 


Comment 


he operative site healed completely. 
Phere have not been any clinical symp 
toms which suggest an infectious process 


or recurrence of the tumor. 


dyle or condyles are displaced forward, 
below and in front of the articular tuber 
cle, where it becomes fixed by muscle 
spasm or tension in the ligaments and 
joint capsule. Normally, this fixation is 
not owing to the coronoid process being 
wedged into the anterior and_ inferior 
surface of the zygomatic bone as stated by 


From the department of oral surgery, University Hospital, 
Copenhagen, Denmark 
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many before roentgen rays were avail 
able."? Roe ‘ntgenograms never show such 
contact. 

Unlike dislocations of other joints, 
tearing of the capsule is rare in dislocation 
of the jaw. Detachment of the interarticu 
lar disk is seldom seen, but it may occur 
and is probably responsible for the ma 
jority of irreducible dislocations of the jaw 
which call for open reduction, often in 
volving removal of the disk. 

Long standing dislocations of the jaw 
are often caused by slight injuries, such as 
extraction of teeth, the taking of impres 
sions, or merely by inspection of the oral 
cavity, since the patient's attention is 
fixed on something other than the move 
ment of opening the mouth. Dislocation 
may occur during general anesthesia. 

Often the dislocation is not noticed, 
and a patient may not seek medical ad 
vice until weeks or months after the in 
jury. Sometimes a doctor is unable to 
make the diagnosis, either because the 
patient is edentulous or because some de 
gree of mobility—nearthrosis- has devel 
oped in the dislocated joint. In some of the 
cases reported in the literature the pa 
tients have managed with a dislocated 
mandible, but the masticatory function 
is always poor.*’* In most cases, however, 
dislocation of the jaw is extremely un 
comfortable, particularly when it bi 
lateral with the mandible fixed so that the 
mouth is open, preventing masticatory 
function and causing pain, salivation and 
difhiculty of speech. Although a fair fune 
tion may be found in unilateral cases," 
there is always limitation of motion, mal 
occlusion, and deviation of the chin away 
from the affected side, producing asym 
metry of the face. 
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\ethods of Reduction 


longstanding dislocations have al 
ways presented problems, and the patients 
were not always left untreated in the hope 
that an applicable nearthrosis would form. 
Numerous methods of reduction have 
been suggested, manual as well as instru 
mental. 

1. The method most commonly used 
and recommended of standing in tront 
of the patient with the thumbs on the 
molar regions and pressing the mandible 
downwards and backwards is seldom ot 
any avail in long-standing cases. 

better hold is obtained by 
standing behind the recumbent and pret 
erably anesthetized patient, forcing the 
mandible downwards and backwards by 
pressure on the molar region." 

3. Hippocrates'’ recommended that 
the chin be pulled further down from 
the dislocated position and the mandible 
pressed horizontally backwards. 

4. Guiglelmo da Saliceto and later 


Ambroise Paré"! 


recommended the wedge 
method, which later has been used by 


1. Lejars, F.. Technik dringlicher Operationen, ed. 3. Jena 
Gustav Fischer, 1902, p. 897 

2. Malgaigne, J.-F.. Tratte des fractures et des luxations 
Paris, 1855, vol. 2, p. 288-318 

3. Ameline, A.. and Aubry, M., Sur une luxation irreduc 
tible de la machoire inferieure. Meém. Acad. de Chir. Paris 
72:504, 1946 

4. Dufourmentel, L.. Chirurgie de Uarticulation tempor 
manxtlliare, ed. 1. Paris: Masson et Cie, 1929, p. 128 

5. Blair, V. P.. and Ivy, R. H., Essentials of Oral Surgery 
ed. 3. St. Louis: The C. V. Mosby Company, 1944, p. 216 

6. Bloch, Oscar, Chirurgien klints ke forelesninger. Copen 
hagen: Gyldendalske, 1906, p. 757 

Jones, J. C. B., Treatment of Unreduced Bilateral 

Forward Dislocation of the Temporo-mandibular Joint. Brit 
D. J. 86:275 (June 3) 1949 

8. Perthes, G., and Borchers, E.. Verletzungen und Krank 
hetten der Ktefer, ed. 2 Stuttgart Ferdinand Enke, 1932. 
p. 133 

9. Borchers, Eduard, Allgemeine und spezielle Chirurgte des 
Kopfes. Berlin, 1926, p. 259 

10. Stimson, L.. Fractures and Dislocations. New York, 
1899, p. 467 

Il. Pare, Les ouvres d’Ambroise Paré, ed. 9 Lyon 
1633, p. 417 
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GOTTLIEB: LONG-STANDING DISLOCATION OF THE JAW 


Cooper’ in a dislocation of 35 days’ stand 
in a dislocation of two 


months’ standing. 


ing, and Berg’ 
This method consists 
of placing plugs of wood or cork in the 
molar regions. Then the chin is elevated, 
either manually or by means of an elabo 
rate pulley passing up over a headgear 
down to the shoulders. This has a violent 
effect on the mandible, the condyles be 
ing pulled from the skull and_ pressed 
down under the articular tubercles. 

5. A similar principle underlies the 
screw forceps designed by Stromeyer,” 
used in a dislocation of 35 di 1vs) standing, 
and later used with success by May* in a 
dislocation of 33 days’ sti inding, and Bouis 
son'' in a dislocation of two months’ 
standing. By means of a pair of forceps 
with horseshoe-sh: iped jaws fitting the 
rows of teeth, the teeth were pressed apart, 
whereupon the reduction proper was re 
ported to be fairly easy. 


6. MeGraw' 


which approaches open reduction. He de 


d a me thy 


signed a strong steel hook which he in 
serted, through a small incision, 
under the zygomatic arch, seized the neck 
of the mandible, and reduced one side at a 
time. The same method has been used by 
Hildebrandt,'* Fink* and Schattenkerk.'’ 

Bloch® mentions manual reduction in 
the following long-standing cases: Physick 
), Herth (80 days), 
van (95 days), Bird (4’2 months). 


several weeks Dono 

Perthes* has quoted similar cases: 
Spat 58 days), Richard (47 days), 
Hutchinson (60 days), 
davs), Nelaton ( 


Demarquay (98 
114 days), Pollock (120 


days), Micha and Gosselin (130 days). 


In the literature, | have found only 
3 cases of long-standing dislocation of the 
jaw reduced by manual methods: Miil 


ler'* (3 months), Berg'® (2 months), 
Bouisson' (2 months). 

None of these cases was controlled 
by roentgenographic examination, and 
there may, therefore, have been a ques 
tion of subluxations, since in cases of true 
dislocations such pronounced adhesions 
and connective tissue accumulations de 
velop in the joint cavity that actual re 
duction is impossible, and violent manipu 
lations may lead to ankylosis. 

On the whole, it is wise to abstain 
from violent methods of reduction. 

It cannot be ruled out that part of 
the apparent reductions were due to frac 
tures of the neck of the mandible. The 
carly cases were not examined roentgeno 
graphically, and excellent function may 
be obtained by a false joint in the neck 
of the mandible. 

Injury to the teeth must not be dis 
regarded. The risk such injuries is 
greatest in connection with the wedge 
method. Bouisson'* treated a patient for 
whom four teeth had been fractured dur 
ing an attempt at reduction. To prevent 
injury to the teeth, Cooper'® recommends 
insertion of cork instead of wooden plugs 
between the molars. McGraw'’ realized 
the risk, stating: “How many such teeth 
have been broken in attempts to reduction 


does not appear in the records. Probably 


Cooper, A.. Practice of Surgery. London: Alexander Lee 
. vol. 2, p 


Berg, A., Ein Fall einer veralteten, dobbelseitigen Unter 

kieferverrenkung. Zeitsch. Stomatol. 24:876, 1926 

14. Bouisson, Uber die Reduction eimer vera!teten Luxation 
des Unterkielers. Der Zahnarzt 8:91, 1853 

15. McGraw, T.. A New Method of Re ithe ou Dis 
locations of the Lower Jaw. Med. Record 56:5 18 

16. Hildebrand, O., Zur bluitgen ll Kie 
ferluzationen. Archiv {. klin. Chir. 66:352, 1902 

17. Schattenkerk, J.. and Eeftinck, P., Luxatio manidbulae 
inveterata. Nederl. Tijdsch. v. Geneesk. 90:91, 1946 

18. Muller, G. M., Long-standing Dislocation of Mand:ble 
Brit. M. J. 1:572 (April 13) 1946 
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the surgeons have thought the matter too 
trivial for mention.” 

Stimson" warns against violent re 
duction which, in his opinion, predisposes 
to habitual dislocation because of length 
ening or rupture of the ligaments. 

If a dislocated jaw cannot be reduced 
by the simple manual methods 1, 2 and 
perhaps 3 under general anesthesia, vari 
ous authors'*” advocate arthrotomy. If 
no adhesions are present and the carti 
laginous surfaces are smooth, direct reduc 
tion may be risked, perhaps after removal 
of an affected interarticular disk.’"' In 
the presence of adhesions and pronounced 
cartilaginous changes, so common in long 
standing Cases, the best course is condylar 
resection as first described in detail for 
ankylosis of the mandibular joint CKénig 
1878) and used for long-standing disloca 


6.0.19 


tions by several Mazzoni 

1877) was the first to perform condy! 
ectomy tor long-standing dislocation of the 
The difhiculty which m: iv sometimes 
be connected with deciding which method 
to use is illustrated by a case_ reported by 


“which 


Ginestet, Desorthes and Houessou 
affords a hint as to which method gives 
the most satisfactory result. 

A bilateral dislocation of the jaw ol 
four months’ standing was treated by open 
reduction. After arthrotomy an_ instru 
ment was passed between the zygomatic 
bone and the condyle which was tilted 
down below the articular tubercle. The 
primary result was excellent, but at the 
end of three vears total ankylosis had de 
veloped. Condylar resection was per 
formed with good results. A follow-up ex 
amination years later showed good results. 

One method is mentioned mainly as 
a curiosity; that is, division of the masseter 
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and internal pterygoid In the 
absence of muscular contractures, this 
method is entirely supertluous, since the 
muscular spasm is easily overcome by a 
correctly administered general anesthesia. 

Finally, mention should be made of a 
case, described by Jones,’ which was 
treated surgically by an entirely different 
principle. 

The patient was a boy, aged 16. 
About 10 years previously tonsillotomy had 
resulted in bilateral forward dislocation 
which ov never been reduced. Surgery 
was indicated because of undernourish 
ment due to the poor masticatory func 
tion. The occlusion Cprognathic deform 
itv.) was corrected by osteotomy of both 
rami, and the result: was reported good. 
Occlusion and masticatory function were 
satisfactory and the boy gained weight. 
Evidently, there must have been a fairly 
good mobility in the nearthrosis in front 
of the articular tubercle, presumably be 
cause the dislocation was sustained at so 
early an age. 

his method could hardly have been 
applicable in cases of bilateral dislocation 
in which there was extremely limited mo 
tion. Morover, the patient as well as the 
physician must possess great patience to 
Wait, perhaps for vears, before a sufhcient 
mobility is obtained and the malocclusion 
may be corrected surgically. 


Iwo cases, reported as unreduced 
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21. Ginestet, G., Luxation de la machiore suivie 
dancylose. Revue de Stomatologie 49:655, 1948 


22. Kramer, Zur Behandlung | der irreponiblen Untorkie 
ferverrenkung. Centralblate f. Chir. 28:269, 1901 


23. Samter. Uber blutige der veralteten 


ontblen Kiefergelenksverrenkung Verhand!. der deutschen G 
sellschaft §. Chirurgie (33rd Congr.) 1904 


| 
| 
| 
A 


unilateral dislocation of the jaw***’ have 
doubtless been cases of unilateral hyper 
plasia of the condyle and are, theretore, 
not examples of long-standing dislocation. 


a Report of Cases 


Three cases of long-standing dislo 
cation of the jaw treated at the University 
Hospital, Copenhagen, department of oral 
surgery, from October, 1948, to Septem 
ber, 1949, are reported here. 


cast 1—The patient was a female, 
aged 24. For 18 months, without being 
aware of any injury, the patient had no 
ticed increasing cracking and pain on mov 
ing the left temporomandibular joint, and 
similar, but milder symptoms in the right 
joint. The condition was so uncharacteris 
tic that wW hen she entered an Car, nose and 
throat department in February, 1948, be 
cause of maxillary sinusitis, the mandibu 
lar lesion was not treated. When admitted 
to the oral surgery department on October 
11, 1948, the patient was greatly disabled 
by the pain in the left temporomandibular 
joint. There was a slight malocclusion, the 
mandible deviating to the right. The pa 
tient was unable to move the mandible 
further to the right, but movement to the 
left was tree. She could open her mouth 
about + cm., during which movement the 
chin deviated to the lett. On palpation, 
the left condyle was fixed anteriorly and 
could) perform only hinge movements, 
whereas the right condyle moved nor 
mally. There was slight tenderness of the 
left temporomandibular joint. Roentgeno 
grams showed forward dislocation of the 
left condyle, but no other bony changes. 

Since the lesion was of 18 months’ 
standing, arthrotomy of the left temporo 
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mandibular joint was performed, under 
local procaine-epinephrine analgesia, 
through a Bockenheimer-Axhausen_ inci 
sion. The appearance of the condyle corre 
sponded to the roentgenographic findings. 
It was fixed by firm, fibrous adhe 
sions, and the joint cavity was filled with 
connective tissue. Resection of the condyle 
was performed. The postoperative course 
was uneventtul. 

Dental splints with intermaxillary 
rubber bands were applied and left in 
place for four months. A follow-up ex 
amination on May I1, 1949, revealed 
cracking and slight pain in the right 
temporomandibular joint, but no pain on 
the left. When the mouth was opened, 
a maximum of 3 to 4 cm., the mandible 
tilted upwards on the left, but there was 
no lateral deviation and the occlusion was 
normal. 

At the end of a year there was slight 
deviation to the left, but no pain. There 
was satisfactory masticatory function and 
appearance was unchanged. 


case 2—The patient was a male, 
aged 60. On July 4, 1948, he had con 
sulted his dentist who extracted the last of 
his teeth, under local analgesia. The den 
tist planned to make dentures. The patient 
was told to return, but despite severe pain 
in the jaw he failed to do so. Even when 
he discovered that he had developed a 
prognathic deformity and was unable to 
close his mouth, he failed to seek expert 
advice. Somewhat later he consulted a 
dental technician who made dentures for 


24. Flater, A., Ein Fall von nicht reponirter, einseitiger 
Kieferluxation. Munch. Med. Wochnschr. 63:1154, 1916 

25. Schwartz, M., Unreduced Unilateral Dislocation of the 
Jaw. J. Bone & Joint Surg. 22:176 (Jan.) 1940 
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him, stating merely that the patient was 
prognathous. 

Since the limited mobility persisted 
and the pain increased, the patient con 
sulted a physician at the end of five 
months. Roentgenograms showed bilateral 
dislocation of the —temporomandibular 
joints. Reduction was attempted, under 
general anesthesia, but without success. 

When admitted on March 1, 1949, 
the mandible could be moved only slightly. 
The interior alveolar process was about 
1 cm. in front of the superior alveolar 
process, both of which were edentulous. 
There was a gap of 2 cm. between 
the alveolar processes on maximum clos 
ing of the mouth. The full dentures fit 
badly. On palpation, both condyles were 
anterior to their usual site, where an un 
mistakable depression was felt. There was 
no tenderness of the temporomandibular 
joints. 

After an unsuccessful attempt at re 
duction, arthrotomy ot both temporo 
mandibular joints was performed, under 
lidocaine anesthesia, 
through incisions in front of the ears. The 


hydrochloride 


condyles were dislocated forward, the lett 
one slightly movable, but the right one 
was firmly fixed. The joint cavities were 
filled with connective tissue, the disk was 
barely visible on the left, but could not 
be discerned on the right. The condyles 
were affected with destructive changes, 
and bilateral condylar resection was there 
fore performed. The postoperative course 
was uneventful. 

When discharged on March 12, the 
patient had no pain, and the mobility was 
fairly good. After he had been supplied 
with dentures, the occlusion was. satis 
factory and masticatory function painless. 
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At the end of eight months the pa 
tient could open his mouth freely. There 
was no deviation or pain. The masticatory 
function, occlusion and appearance were 
satisfactory 


cast 3— [he patient was a male, aged 
1949, consulted a 
dental technician to have his upper den 


62, who on April 27 


ture repaired. A model was made of the 
the upper jaw. The patient stated that 
this had made him uncomfortable, but he 
had telt no pain. Since then, he had been 
unable to close his mouth, had difficulty 
in swallowing, excessive salivation and in 
distinct speech. He, therefore, again con 
sulted the dental technician who told him 
not to worry, he would be all right, and 
that he need not seek medical advice. 
Howey the patient did consult a doctor, 
but not until a few months later. 

On July 15, an attempt at reduction 
under general anesthesia tailed, and be 
cause of an intercurrent disease the pa- 
tient did not seek further treatment until 
September 12, 1949. On admission, there 
was typical bilateral forward dislocation of 
the jaw. Fle was unable to move the man 
dible more than 0.5 cm. in the anterior re 
vion, and there was a distance of at least 
2.5 em. between the incisors of the badly 
fitting dentures. On palpation the con 
dyles were found to be displaced forward, 
leaving a depression at their usual site, 
but there was no tenderness of the tem- 
poromandibular joints. 

\fter an unsuccessful attempt at re 
duction under general anesthesia, — bi 
lateral condylar resection through a Bock 
enheimer-Axhausen incision was per 
formed on September 20. The operative 
findings were exactly like those of Case 


> 
\ 
| 
| 


GOTTLIEB: LONG-STANDING DISLOCATION OF THE JAW 31 


Apart from a pronounced postoperative 


edema, no complications occurred. 

When discharged on September 28, 
the patient was able to open his mouth 
about 4 cm. without pain and close the 
mouth normally; horizontal movement 
normal. The occlusion was not. satistac 
tory with the dentures. He was advised 
to have them replaced. At the end of three 
months he could open his mouth freely 
and without deviation or pain, the masti 
Catory function was good, the bite re 
mained as previously without retraction of 
the mandible. The new dentures fit well, 
opening of the mouth was performed with 

pure hinge movement, there was no 
swelling, the scars were satisfactory. At 
present there is paresis of the forehead, 
but the function is returning. 


Comments 


Cases 2 and 3 are typical, whereas 
the unilateral dislocation described in Case 
| should have been preceded by an injury 
and have presented a more pronounced 
malocclusion to be typical. However, sev 


eral authors have reported that unilateral 


Gictocation may exist with applicable func 
tion.?** Bilateral dislocation, on the other 
hand, is nearly always accompanied by a 
poor function, although some cases have 
been reported in which the patients have 
vot along well for years without any treat 
ment.” 

None of the three cases had sought 
medical advice early, as the injuries were 
evidently slight and the condition at the 
outset not particularly paintul. The uni 
lateral case was characterized mainly by 
pain in the late stages, whereas the two 
bilateral dislocations were characterized 
by fixation with the mouth open and the 


mandible projecting forward. The pa 
tients with bilateral dislocations were un 
able to chew and had to take only fluids. 
As they could not close their lips, their 
speech was difficult to understand, and 
they were bothered by abundant saliva 
tion. On the whole, the condition was in 
tolerable. In Cases 2 and 3 manual reduc 
tion had been tried, but not by the wedge 
method. In all three instances, arthrotomy 
revealed fibrous adhesions and accumula 
tion of connective tissue in the joint cavi 
ties, destruction or crumpling up of the 
disks so far as they could be differentiated, 
and changes of the articular surfaces of 
the condyles. Therefore, condylar resec 
tion was decided upon in all three cases. 
In each case the primary functional result 
was excellent, and there was hardly any 
change in the appearance as has been 
feared by some authors.'* Clearing the 
joints of connective tissue and open re 
duction might have resulted in a_ pri 
marily good occlusion and perhaps satis 
factory function for a while, but the risk 
of ankylosis is considered too high in such 
cases.?! 

The two patients with bilateral dis 
location were edentulous, so it was easy 
to obtain good occlusion and articulation 
by means of new dentures. In the case of 
unilateral dislocation, some dificulty was 
experienced in obtaining a satisfactory oc 
clusion despite intermaxillary fixation with 
rubber bands, but selective grinding of 
the teeth provided good and _ painless 
function. 

Since this was written, Watanabe” 
has decribed a similar case of unreduced 


26. Watanabe, Y., and Otake, M.. Unreduced Dislocation 
of the Mandibular Joint. Oral Surg., Oral Med., & Oral Path 
3:1010 (Aug.) 1950 
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bilateral dislocation of the jaw with a 
lapse of half a vear following intrapartum 
eclampsia. It was impossible to reduce the 
dislocation by manual traction even under 
general anesthesia, and reduction also 
failed with an acrylic appliance assisted 
by a chin retractor. Reduction could be 


_successfully accomplished only by expo 


sure of both condyles and resection of 
one condyle and both disks. 


@ Conclusion and Summary 

Many previous workers have reported 
successful reduction of long-standing dis 
location of the mandible. When closed 
reduction has proved unsuccessful, the 
method of choice is, in my opinion, ar 
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throtomy, which allows one to determine 
whether open reduction, perhaps com 
bined with removal of the disk, will be 
sufhicient, or whether condylectomy must 
be performed. Condylectomy is often nec 
essary to prevent ankylosis. 

At the department of oral surgery, 
the University Hospital, Copenhagen, 
one case of unilateral dislocation and two 
of bilateral dislocation were seen in the 
course of one year. Condylectomy was 
performed in all three. At examinations 
ene year, eight) months three 
months, respectively, after the operations 
masticatory function was painless and ade 
quate in all cases, and the appearance ol 
the patients was not changed. 


Closure of an antraoral opening by use of the 


tantalum plate 


@ Clare T. Budge, D.D.S., Denver 


Phe closure of the maxillary sinus has al 
ways been a difficult oral surgery prob 
lem. Many operative procedures for the 
closure of the maxillary sinus following 
extraction of a tooth have been attempted 
in the past with good results; however, in 
most cases, the operative procedures have 
been most difficult for the operator and 
the patient. In striving to perfect a simple 
method for the immediate closure of the 
maxillary sinus following tooth extraction, 


and also the chronic antraoral openings, 
32 gage tantalum plate is being used. 

On occasions during the extraction 
of a maxillary tooth, the antrum is en 
tered (Fig. 1, A). Immediately following 
removal of the tooth, the lingual and buc 
cal mucoperiosteum is retracted from the 
adjacent teeth a sufficient distance to allow 
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gy. 1.—-A: Antrum is entered during extraction of maxillary tooth. B: Mucoperiosteum is retracted from the 
adjacent teeth to allow insertion of the tantalum plate. C: With the mucoperiosteum retracted, the tan 
talum plate is placed directly over the tooth socket. D: The mucoperiosteum is sutured back to its normal 


position 


the insertion of the contoured U shaped 


tantalum plate to cover the entire socket 
hig. 1, B 


and lingual aspects of the tooth socket a 


_ and to extend to the buccal 


distance of 8 to 12 mm. 

With the mucoperiosteum) .ctracted 
the tantalum plate is pl iced directly over 
the tooth socket <4 


Following antalum 


plate over the oc! 
is sutured back to its normal: 

1, The sutured mucopericsi 

not cover the entire tantalum pv! 

this is of no consequence, as the | Jat 

be removed alter a period of trom i4 

days following insertion, depending on 
size of the original antrum opening «t th 
time of extraction of the tooth. 


\fter sufficient time has elapsed for 


granulation tissue to form in the tooth 
socket, the tantalum plate is raised from 
the healed tooth socket with a hooked 
instrument. Phe tantalum plate is cut in 


he led, the tan 
hooled instrument, 


é 
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two pieces from mesial to distal and re 
moved (Fig. 2). Following removal of the 
plate, further suturing and tissue contour 
ing is.not necessary. 

Lo close a chronic antraoral fstulous 
opening, the surgical procedures are much 
the same as immediate closure following 
tooth extraction, except the mavillary 
sinus should be free from intection, and 
the fistulous tract from the maxillary sinus 
to the oral cavity must be removed. 

Before the tantalum plate is inserted 


for the closure of a chronic opening, holes 


Nevi 


@ Lloyd FE. Church, D.D.S.., 


Nevi are exceedingly common growths, 
and it has been estimated that there is an 
average of 20 common nevi each 
human body. 

When an abrupt change in size or 
color appears, a person should exhibit 
much more than just a passing interest. 
Should that nevus undergo a malignant 
transformation, it will develop into one ot 
the deadliest and most rapidly fatal forms 
of cancer known—malignant melanoma. 

Most nevi should be lett alone and 
need not be removed. They are harmless 
and will never become malignant. Only 
certain types of nevi are subject to malig 


\ 
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3 by 5 mm. are cut in the part of the plate 
that extends to the buccal and lingual as 
pects of the antraoral opening. Following 
insertion of the tantalum plate, the muco 
periosteum is sutured over the plate. The 
holes in the tantalum plate allow the peri 
osteum to come in contact with the bone, 
holding the plate firmly in position. Heal 
ing of the sutured mucoperiosteum cover 
ing the plate will be by first intention. The 
tantalum plate is not removed following 
closure of a chronic antraoral fistulous 


opening. 


Bethesda, 


nant change. Usually, the darker the 
nevus is, the more likely it is to have 
malignant properties. T[lowever, many of 
the darkest nevi are permanently benign, 
while some of the most pale or even color 
less ones can be the origin of melanoma.” 
The blue nevus, believed by some investi 
gators to be a threatening lesion, infre 


quently dev clops into melanoma. 
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Evidence has been presented*’ that 
all malignant melanomas develop from a 
pigmented lesion described as a junction 
nevus, arising from the epidermodermal 
junction, Most junction nevi are pea 
shaped, relatively smooth, flat or slightly 
raised, hairless, ranging in color from light 
brown to black and are seldom verrucous 
or pedunculated. The junction nevus oc 
curs most frequently on the head, hands, 
feet and genitals. The exact diagnosis ol 
a junction nevus must come from a patho! 
OgIst. 

A sudden change in growth rate, 
bleeding, change of color, a painful 
itching feeling, an inflammatory halo or 
ulceration of a nevus have long been 
considered as early signs of melanoma. 
However, the appearance of symptoms is 
indicative that the process of transforma 
tion has already begun, for there are no 
truly early signs. 

Rarely will a nevus undergo appar 
ently spontaneous transtormation. — In 
most cases there is a history of trauma, 
usually chronic. The irritation of clothes, 
especially belts, straps, collars and shoes, is 
frequently responsible. Lesions on the 
faces of men are sometimes due to daily 
irritation by a razor. Inadequate removal 
of moles by caustics, dry ice, or electro 
desiccation and other uns: itisfactory meas 
ures, merely invite malignant change in 
later years. Few moles removed by these 
methods show any malignant afte reflects, 
but those that do and subsequently metas 
tasize give sufhicient reason to condemn 
the practice of incomplete removal by elec 
trical means, caustics and solid carbon 
dioxide. 
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A potentially malignant nevus should 
be excised completely, with a margin of 
normal skin. The incision should extend 
through the full thickness of the skin and 
subcutaneous tissue. An immediate micro 
scopic eXamination should be made by a 
competent pathologist, and if the tissue is 
malignant, a more extensive operation 
should be performed. 

Many nevi are likely to become ma 
lignant while gonadal secretion is at its 
height. It has been suggested" that mole 
growth is under hormonal control. Rarely 
does a mole show signs of malignant de 
generation before puberty. Many melano 
mas develop during pregnancy when the 
endocrine system is especially active. How 
ever, during this period all nevi or pig 
mented areas have a tendency to become 
darker. These should be watched care 
fully. 

Considering the dificult and deadly 
nature of malignant melanoma, there is, 
however, no reason for a fearful attitude 
toward all common nevi. They should be 
located and examined. Those in danger 
areas, Or IN positions exposed to constant 
irritation, should be surgically excised. 
The others should be watched carefully.’ 
In this way, a person with his share ol 
moles may live in peace with them, free 
from the threat of malignant melanoma. 
7649 Georgetown Road. 
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Physical treatment of trismus and partial ankylosis 


of the temporomandibular joint 


@ Ath. P. Penagopoulos, D.D.S., Chicago 


In everyday practice, doctors in all fields 
of specialization, and particularly those 
who deal with oral medicine and_ oral 
surgery, are confronted by various degrees 
of trismus and_ partial ankylosis of the 
temporomandibular joint. Many diseases, 
as well as local infections and inflamma 
tions of the muscles of the masticatory 
apparatus, have as their symptoms or re 
sults varving degrees of dysfunction of the 
muscles and of the joint. 

In most cases, immediate or gradual 
recovery automatically follows treatment. 

Often, however, despite efforts to re 
move the cause of the trismus or partial 
ankylosis of the temporomandibular joint, 
it is difficult to alleviate the symptoms. In 
such cases the application of physical 
treatment as soon as possible is indicated. 

The special equipment required for treat 
ment should fulfill the following require 
ments: 

1. The action of the equipment 
should be mild and continuous. 

2. The placement and use of the 
equipment in all degrees of trismus should 
be gentle. 

3. The force of the pressure should 
be under control at all times. 

In order to meet these important re 
quirements a new type of exerciser has 
been devised, the results of which are 
satistactory. It consists of two perforated 
trays similar to those used in taking im 


pressions. The upper plate has no palatal 
base, and the lower has no lingual wall. 
In the two sides of each tray are horizontal 
tubes approximately | em. in length, into 
which are forced the secondary springs. 
In the anterior portion and in the midline 
there is a special support to which one or 
attached. A 
crescent shaped notch on the labial wall 


two principal springs are 


of the trays protects the lips from injury 

Fig. 1). Even in the most serious cases of 
trismus there is some degree of oral open 
ing, and impressions of the occlusal sur 
faces of the teeth can be taken. This is 
important, because those impressions act 
as a key when replacing the appliance in 
the patient’s mouth. Phe small holes in 
the floor of the trays hold the impression 
substance in place. 

I his type of exerciser can be used in 
the hospital for general use, and an in 
dividual one can be constructed using the 
same basic principles. The appliance is 
prepared in the same manner with acrylic 
material, except for the metal springs. 
This type has the advantage of being bet 
ter fitted, lighter of weight and more com 
fortable to wear. 

This exerciser has been w idely used 
in Greece since 1942, and results were 
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satisfactory the majority of cases. of 
trismus, 

Some of the advantages of the ap 
pliance are given here. 

1. The action is mild and continu 
ous and is under control at all times (Fig. 
2). Maximum movement can be checked 
by a dynamometer which measures the 
force grams. The minimum spring 
force of the secondary springs must be 
approximately 125 Gm., while that of the 
principal spring must be | Kg. 

2. The exerciser can be easily ap 

plied even in the severest degree of tris 
mus, because the thickness of the two 
plates is not more than 3 mm. 
3. The force applied is the same at 
every point of the dental arch, thus the 
degree of pressure is distributed equally. 
In this way pressure injuries to the dental 
structures are prevented. The restraint 
offered by the lips and cheeks helps pre 
vent pressure injuries. 

+. This appliance preserves the bi 
lateral movements of the mandible. 

This exerciser has been of value atter 
the removal of fixating appliances, es 
pecially in treating fractures of the angle 
of the mandible, the ramus and the con 


dyloid and coronoid processes (Fig. 3 


Fig. 1.—Appliance used in treatment of trismus and 
partial ankylosis of the temporomandibular joint 


The exerciser is used in cases of 
partial ankylosis of fibrotic nature, pro 
viding there is small motion of the mandi 
ble. A roentgenogram to check if the con 
dyles are freely movable should be taken. 


In cases of multiple and complicated 


fractures of the upper third of the ramus, 
condyloid and coronoid processes, where 
the mandible is not fixed to the maxilla, 
the appliance is of value (Fig. 4). It may 
help to avoid a possible ankylosis of the 
temporomandibular joint. In these cases, 


Fig. 2.—Diagram comparing the difference in action of the usual ap 
pliance (heavy outline) with the appliance described (dotted line). The 
exerciser described follows a normal action curve because the action is 
mild and continuous 
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Fig. 3.—Left: Preoperative view of a patient with fracture of the left condyle. Center: Reduction of condylar 
fracture resulted in good occlusion, but pronounced trismus. Right: Exerciser in patient's mouth for treat 


ment of trismus 


the treatment consists of an exercise which 
provides continual movement, producing a 
pseudoarthrosis. 

In cases of permanent trismus result 
ing from contraction of masticatory mus 


big. 4+.—Postoperative physical treatment of trismus 
after multiple fracture of the mandible. Only the 
secondary springs are used for bilateral movements 
of the mandible 


cles or tissues following scarring, or trauma 

and which can be repaired surgically, the 

exerciser is used postoperatively for con 

tinual and gradual separation of the jaw 
Fig. 5). 

The appliance is often used after re 
moval of the condyloid process because of 
an ankylosed temporomandibular joint. 

he exerciser is also used as sympto 
matic treatment in general diseases affect 
ing the masticatory apparatus such as 
tetanus; for exercise during or after or 
thodontic treatment; for prolonged trismus 
after surgical extractions; for trismus re 
sulting from irradiation. 

The main disadvantage of the origi 
nal appliances of Darcissac, the metallic 
splint of Kingsley or Ivy's variation of it 
is that they do not provide for the bilateral 
and anterior posterior movements of the 
mandible. 

fine Dorrance Webster exerciser, 
or the variations of Darcissac, Kulin and 
Steinkamm cannot be ignored. However, 
one disadvantage of these appliances is 
that they cannot be applied through a nar 
row opening of the mouth, but require 
an opening of 2 em. or more in order that 
impressions for the construction of the 
splints can be made. Generally, the prin 
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Fig. 3.—Left: Complete trismus from osteomyelitis of the left mandible, with chronic inflammation of the 
masseter muscle. Right: Postoperative use of exerciser, illustrating the opening obtained 


cipal use of these appliances is in the post 
operative period following removal of the 
condyloid processes for ankvlosis of the 
temporomandibular joint. 

These exercisers also Possess all the 
disadvantages of the immediately applied 
force as opposed to the gradual, controlled 
application of force in the exerciser de 
scribed here. 

Phe following is suggested routine 
for the application of the exerciser. Usu 
ally it is applied three times for periods of 


three minutes each during the first two 


INTELLECTUAL REEDONMI 


days, using only the secondary springs. 
The exerciser is applied five times on the 
third, fourth and fifth days, with one of 
the principal springs. On the sixth day 
the second principal spring is added. If 
the patient cooperates and does the exer 
cise systematically, the opening move 
ments of the mouth will be normal after 
a week or 10 days. 

This exerciser was satisfactory in the 
majority of cases in which it was used. 
However, improvements and modifications 
will add greatly to its over-all usefulness. 


Science will fulfill what is demanded of it only on condition that it retain its freedom ard inde 
pendence in its work. In spite of all necessary limitations, liberty remains an essential characteristic 


of science, and spiritual and intellectual freedom is a necessity for scientists. Every true scientist 
desires to serve his nation. His work, however, cannot be complete if it is merely a service to his 
nation.—Ferdinand Sauerbruch, The Scientific Monthly 72:258, April, 1951. 
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The prevention of anesthetic fatalities 


@ A. Revenstine, New York 


lhe progress achieved in the practice ol 
anesthesiology has been considerable dur 
ing the past few vears. Many new drugs 
have been prepared, technics have been 
brought nearer perfection and improved 
appliances have become available. Ot 
more significance has been the changing 
attitude toward this special practice of 
medicine. growing number of physi 
cians have been attracted to the specialty 
and are devoting their efforts exclusively 
to the training of an increasing number 
of their contreres, to clinical and labo 
ratory. investigations to improving 
methods of practice. Add to these the rapid 
strides in other fields of medicine, w hereby 
methods tor dealing adequately with 
anesthetic complications such as  ateléc 
tasis, circulatory depression and many 
others have come into being, the 
statement is justified that anesthesia is 
safer for the patient today than any time 
in more than its century of use. 

AIL of these developments have not 
served, however, to eliminate anesthetic ta 
talities. In hospitals, with all the modern 
safeguards, deaths from anesthesia should 
be a rare occurrence. All patients now have 
an examination to determine the condition 
of their vital functions, laboratory tests to 
evaluate further their physical status and 
Lhe 


reaches the operating room with an empty 


other desirable studies. patient 


stomach, with carefully planned preanes 
thetic medication and the anesthetist: has 
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at his command a large number of proce 
dures from which to select the one best 
suited for the patient. Postoperative re 
covery is similarly dealt with by trained 
personnel under most convenient and sate 
surroundings. Despite all this the inci 
dence of anesthetic deaths is probably 
greater in the more advanced surgical cen 
ters now than at any time during this 
century. Phe nature of the surgical proce 
dures has placed new demands on the 
anesthetist and increased the hazards. The 
type of patient, those with every infirmity 
and of every age group, has turther com 
plicated his work. Hlowever, among the 
fatalities recorded are many that are deh 
nitely preventable and cannot be charged 
off to the patient or the surgeon. bre 
quently the anesthetist lacks the ability to 
handle satistactorily a situation fraught 
with great danger or he lacks the experi 
ence and judgment necessary to protect 
the patient from such dangers. 

It cannot be expected that all the ad 
vances in anesthesia and all the training 
and experience of those who administer 
it will ever eliminate human errors. Phere 
is little surgeons can do to prevent them. 
Poday dental patients in a hospital may 
have the conveniences necessary to com 


plete the surgical procedure and they may 
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have the attention accorded any other 
hospital patient, but trom there the anes 
thetist usually has the liberty of carrving 
out his manipulation as he chooses. 

The more important consideration 
here is the patient who will not have all 
the advantages of the modern hospital and 
its staff. These are the patients who will 
have anesthesia administered to them in 
the clinic or in the surgeon's office, and 
will be expected to leave the operating 
room, most often unaccompanied, soon 
after anesthesia has been discontinued. 

Anesthetic fatalities among this group 
of patients, although not common, still oc 
cur. All of these deaths are preventable. 
Death could be further classified as due 
to one of two causes. Anesthesia was ad 
ministered improperly or the anesthetist 
lacked the judgment needed to select pa 
tients that should be given general anes 
thesia. A single drug and a single technic 
cannot be used tor ev ery patient who may 
need pain relief for exodontia or oral sur 
gery. Patients are not fitted to a single 
anesthetic procedure but the anesthetic 
procedure is chosen to fit. the patient. 
Therefore, the selection of patients for 
general anesthesia should constitute the 
most Important consideration. in prevent 
ing anesthetic fatalities. Economics ot 
time, space, manpower and even the pres 
ent day dollar make it impossible to equip 
the busy clinic or office with all the drugs 
and appliances that are available in the 
modern hospital for general anesthesia. 
One or two simple technics and as many 
drugs usually make up the list. If patients 
are not suitable for these the better part 
of wisdom is to secure pain relief by other 
means or provide hospital service tor the 
patient. 


| oday a wide section of the popula 
tion is made up of people who have heart 
disease. Improved care of the young who 
have had rheumatic fever or other early 
cardiac diseases, has brought more indi 
viduals into the adult group who have a 
low functioning cardiac capacity. These 
individuals may die suddenly, sometimes 
at the height of emotional excitement. 
Many have finished a day's work and died 
suddenly while reading the evening news 
paper or while resting in bed. These in 
stances are not confined to the aged. One 
young dentist died recently in New York 
with a patient before him in the chair. 
he excitement that may be attended with 
a trip to the surgeon's office or the fear of 
losing consciousness from anesthesia may 
tax a heart already overburdened to the 
extent that it will fail to carry on essential 
activity. If fatalities in this group are to 
be avoided in the ambulatory patient some 
reliable means must be readily available to 
identify them. The simplest way would 
seem to be found in merely questioning 
the patient about any heart or circulatory 
condition known to him. This will not 
solve the problem entirely since many of 
these individuals are not aware that they 
are cardiac cripples or at least do not un 
derstand its seriousness. Many patients 
with a malfunctioning heart learn of it 
only when they have a routine medical 
examination. Furthermore, it is often the 
desire to hide the known fact that one 
cannot take his place in the physical activi 
ties of a normal life. A patient may boast 
of playing nine holes of golf but he will 
scarcely let it be known that he no longer 
can climb a flight of stairs comfortably. It 
a patient has experienced a bout of con 
gestive heart failure or a coronary occlu 
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sion he will be frightened, usually to the 
extent that he will submit to nothing out 
of the ordinary and he will be closely 
watched and advised by his doctor. 

Among patients with cardiac disease 
who should be denied general anesthesia 
except under the most favorable circum 
stances and expert administration are those 
with valvular lesions particularly mitral 
stenosis which so often follows an attack 
of rheumatic fever. The blood trom the 
lung to the heart is retarded and if the 
heart is accelerated or called upon to in 
crease its work load engorgement of the 
lung or pulmonary edema may follow. An 
other group of patients may have high 
blood pressure with the lett ventricle over 
worked to the extent that any sudden in 
crease in the load upon it will lead to tail 
ure. Patients with arteriosclerosis, where 
the coronary circulation is reduced, with 
the heart muscle not getting enough oxy 
gen, and those having an abnormal cardiac 
rhythm may have sudden onset of fibrilla 
tion and consequently heart failure. These 
are among the common cardiac patients 
seen daily at business and during other 
normal activities. It is among these that 
sudden fatal circulatory accidents occur 
most often. 

Phere are some simple questions and 
observations that aid materially in deter 
mining the probability of serious heart 
disease. Cyanotic mucous membranes are 
suggestive and swollen ankles are an in 
dication. If the patient gets short of breath 
on slight exertion or experiences pain in 
the chest with exercise it is most often be 
cause of circulatory inefhiciency. has 
been said often and unfortunately without 
that if a dentist 
plans to give nitrous oxide in his office he 


too much significance 
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should locate on the second floor and have 
patients walk up. It they are out of breath 
when they othce, 


reach the procaine 


should be used. 


test for cardiac efficiency that be 
quickly applied at any time. Referred to 
as the breath-holding test, it utilizes the 
patient's ability to sustain himself without 
oxygen. The patient is instructed to take 
a moderately deep breath, close his lips 
and pinch his nostrils together. Forty sec 
onds or more is within the normal range 
and below 20 seconds leads to the suspi 
cion that cardiac or circulatory efficiency 
is impaired. Many experienced anesthe 
tists have insisted that if they could have 
only one bit of information about a patient 
they would prefer knowing how long he 
could hold his breath without real dis 
comfort. 

The many manifestations of anoxia 
have been known for centuries. From the 
time men started climbing mountains or 
dug deep in the earth for coal or minerals 
this strange sickness was known. It was, 
however, less than 70 years ago that the 
physiologist Paul Bert provided the answer 
to altitude illness when he proved that the 
symptoms occurring in high altitudes were 
due to a lowered oxygen pressure incident 
to a lowered barometric pressure. He 
pointed out that the same result could be 


Many 


vears later the miner's sickness was asso 


had with nitrous oxide anesthesia. 


ciated with anoxia from “fire damp,” later 
identified as carbon monoxide. The air 
plane and the submarine focused attention 
on the physiologic effects of anoxia, and 
today the body of information is sufficient 
for the anesthetists’ understanding of the 
hazard. 


Nitrous oxide has long been identi 


There is one simple 
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fied with anoxia. Nitrous oxide, a simple 
inorganic chemical has not been found to 
produce a toxic reaction for any tissue. In 
fact, this singular property of the gas, to 
gether with its commanding appeal 
noninflammability and pleasant sensation 
for the patient breathing it are strong 
factors in favoring the frequent use for 
ambulatory patients. 

At the beginning of the present cen 
tury nitrous oxide was considered “the 
safest anesthesia agent known” by Hew 
itt,’ the recognized European leader 
this field. The experience of Colton in this 
country lends agreement since he reported 
many thousands of administrations with 
out a death. At that time anoxia was un 
doubtedly a part of every nitrous oxide 
anesthesia. Hewitt recommended a mix 
ture containing 7 per cent oxygen. Colton 
used no oxygen. The point in contrast 
with today’s practice is the different in 
terpretation of anesthesia. In America pa 
tients were allowed to breathe the gas until 
they became unconscious and then the 
face mask was removed and teeth were 
extracted quickly before Consciousness re 
turned. Hewitt claimed that with a 7 per 
cent oxygen mixture he could) produce 
anesthesia for about 50 seconds. Uhe satest 
anesthetic drug for patients being anes 
thetized for less than a minute did not 
maintain its reputation when given for 
hour. 

Phere is ample experimental evi 
dence available now to support an early 
observation by Brown, Lucas and Hender 
that “patients anesthetized with ni 
trous oxide will always suffer from a severe 
degree of anoxemia.” They were referring, 
of course, to te atients not only unconscious 
but in light (first plane) narcosis. If this 


is accepted as true, and there are no experi 
mental results to dispute it, the mortality 
and morbidity rates from nitrous oxide 
should be significant. 

Statistics for nitrous oxide-oxygen 
anesthesia in ofhice and clinic practice are 
difficult to obtain since reports from these 
sources are infrequent and inadequate. If 
statistics are collected from files of daily 
newspapers, the representatives of insur 
ance companies and friendly talks with 
anesthetists, the mortality is not negligible. 
In a study made five vears ago I such 
deaths were reported that had occurred 
during the preceding five years in New 
York. This is not a 1 large number but 
all these were preventable fatalities in 
ambulatory patients who were not ill or 
did not require hospitalization. 

Since deaths do occur as a result of 
nitrous oxide anesthesia it must be as 
sumed that technical errors are often com 
mitted or the present approved principles 
for administering nitrous oxide are at fault. 
That the former is true is readily admitted. 
The latter fault, the hazard of currently ap 
proved technics, is now being scrutinized 
critically since recent investigations have 
revealed that widespread degeneration of 
the brain may result from nitrous oxide 
oxygen anesthesia. 

One of the most significant of such 
investigations is the report of Courville,' 
in 1936, followed by a more elaborate 
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monograph three years later.” These ex 
tensive studies left little room tor disagree 
ing with his conclusion that serious as well 
as fatal results may follow nitrous oxide 
oxygen anesthesia, even though it is ad 
ministered without gross error and by ac 
cepted technics. Courville classified the 
cases studied into several groups. The 
first of these included patients who died 
during anesthesia. Death in these in 
stances could be attributed to a pre-exist 
ing lethal lesion, to an intercurrent lesion 
independent of the surgical one, to a com 
bination of disease and asphyxia, or, 
finally, directly to the effect of the anes 
thetic agent itself. In the last group, no 
pathologic lesion is found at autopsy to 
account for sudden death. 

Delaved exitus after nitrous oxide 
oxygen anesthesia constitutes second 
group. These patients may survive for 
hours or days, and trom them valuable 
pathologic studies have been made. The 
anonla produced during anesthesia initi 
ates a process that progresses until a situa 
tion is reached that is incompatible with 
life. Cases corresponding to this classifica 
tion are numerous, and most anesthetists 
are familiar with one or more in their own 
practices or in the practices of their con 
freres. 

Instead of hours, the survival period 
may be greatly prolonged. Typical in this 
group are patients who have transient 
respiratory failure, followed by a period ot 
several hours of convulsions and coma, 
temporary improvement of the mental 
state for a day or even weeks, then progres 
sively neurologic symptoms and_ finally 
death. The typical degenerative changes 
in brain tissue are present. 

\nother group the classification 


are those with serious morbidity due to 
the anesthetic agent. They include cases 
with recovery but with residual mental 
symptoms indicating cortical nervous sys 
tem damage. These patients may present 
few clinical manifestations of anoxemia 
during anesthesia. Recovery from narcosis 
is usually delayed, and mild to severe con 
vulsions may be noted during the pro 
longed coma. The residual symptoms may 
be indicative of cortical or lenticular 
damage or both. The final group includes 
those who have transitory mental and 
emotional manifestations but apparently 
recover completely. Visual and auditory 
disturbances, aphasia, convulsive states 
and delirium are among the complications 
from which complete recovery has been 
reported. 

Phe consequences of nitrous oxide 
anesthesia which have been reviewed by 
Courville are due to the accompanying 
anoxia. Granting that anoxia is the patho 
genic factor in. cerebral damage during 
nitrous oxide-oxygen anesthesia, the ex 
istence of predisposing factors, if any, as 
sumes major importance. There are nu 
merous reports of prolonged severe anoxia 
with complete recovery. Ward and Olson’ 
describe “the most severe case with re 
covery that has ever been reported.” A 
member of the crew of a bomber flying 
at 25,000 feet was found, after being with 
out oxygen for 55 minutes, “unconscious, 
apneic and markedly evanotic with ice in 
mouth and nostrils.” Phe patient was un 
conscious for eight hours and semicoma 
tose for eleven more. After this, there were 
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no subjective symptoms, and psychologic 
changes lasted only six days. Recovery was 
considered to be complete. Many other re 
ports prov ide evidence that some indi 
viduals may survive, without serious resi 
dual manitestations, prolonged stagnant 
anoxia and anemic anovia. 

In the clinical literature, observers 
have frequently suggested that some pre 
disposing factor or factors may account 
for the apparent disparity in the tolerance 
of individuals to low oxygen concentra 
tions. The rather loose term, idiosynerasy, 
has been used to explain a minimal toler 
ance to anoxia. Other more or less vague 
explanations have associated the untoward 
effects of anoxia with status thymicus, 
chronic alcoholism other disease 
processes. It has been regularly recognized 
that the contributory effect of certain dis 
case states in the production of anoxemia 
may be significant. 

Pulmonary lesions that interfere with 
the transport of gases to aerate the blood, 
anemias that result in one type of anoxia, 
diminished cardiac reserve hyper 
thermia are unanimously acknowledged 
as predisposing factors in low tolerance 
for anonia. It may be generally stated that 
an individual who sutters trom chonic 
anoxia will react quickly and severely to 
an imposed acute anoxemia state. How 
ever, except in the presence of the specific 
conditions enumerated in this paper, no 
method is available tor the selection of in 
dividuals who may suffer severely from 
brief bouts of anoxia from those who will 
recover fully after prolonged oxygen want. 
Even the physiologic: lly tr anesthe 
tist who deals with anoxia constantly will 
avoid such prognosis, although extensive 
intelligent experience improves his judg 


ment and provides an alert defense against 
complications in individuals who, before 
or during induction of anesthesia, arouse 
the suspicion that they have little resist 
ance to anonia. 
In order prevent fatalities from 
anoxia during or following nitrous oxide 
anesthesia the use of technics that favor 
the use of 100 per cent nitrous oxide for 
even short periods must be regarded 
dangerous, and the use of mixtures of 
nitrous oxide containing less than 20 per 
cent oxygen for longer periods must be 
considered potentially dangerous. If pro 
tracted anesthesia (several minutes) is de 
sired with nitrous oxide a certain number 
of patients will not become anesthetized 
sulliciently to permit painless surgery or 
exodontia unless the oxygen concentration 


is decreased below that compatible with 


lite. The hazard of so doing is now clear 
and established. For such individuals 
nitrous oxide should be abandoned or 
complemented with a more potent agent 
such as vinyl ether. Modern anesthetists 
must decree emphatically ‘that the patient 
is not to be fitted to the anesthetic technic, 
but new technics must be devised to meet 
the circumstances. 

Anoxia frequently results from ob 
struction to the respiratory airways. Ob 
struction frequently is due to the soft 
tissues such as the tongue, or to packs or 
instruments. Laryngospasm another 
common source of respiratory obstruction. 
No anesthetic agent should be adminis 
tered in the presence of obvious obstruc 
tion. The first rule for an anesthetist is a 
clear airway. 

Anesthetic fatalities from other than 
the causes discussed are not reported often. 
Attention has been directed toward the 
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danger from aspiration of vomitus during 
induction or recovery trom anesthesia. The 
ambulatory patients whose intake of food 
is not controlled or those who may use 
alcohol to bolster up their courage for 
the ordeal in the dentist's office are good 
candidates for the emesis basin. Preventing 
aspiration is best done by taking advantage 
of the patient's reflexes and placing them 
in the head down position to favor removal 
by gravity. Anesthetic fatalities due to 
an overdose of the more potent agents, 
thiopental, vinyl ether or ethyl chloride, are 
obviously technical errors. Ethylene, be 
cause it Is explosive and has a disagreeable 
odor, is litthe used. Its advocates do have 
the argument that it is more potent than 
nitrous oxide, permitting a higher concen 
tration of oxygen the mixtures and 
thereby decreasing the hazard of anoxia. 

Procedures that have value in’ pre 
venting anesthetic fatalities in the pres 


Urcers 


ence of serious complications are without 
the scope of this discussion. There are no 
drugs such as the analepties to recom: 
mend. The accepted method for con 
trolling convulsions is intravenous ad 
ministration of the barbituric acid deriva 
tives. The administration of oxygen and 
efficient artificial respiration are most 
often indicated. No one should administer 
anesthesia who has not mastered methods 
for adequately ventilating the lungs arti 
ficially. 


Summary 


The fatalities that occur during anes 
thesia to ambulatory patients may often 
be attributed to the improper selection of 
patients for general anesthesia or the at 
tempt to fit every patient into a routine 
technic. These hazards are discussed and 
several measures to obviate them are sug 


vest ed 


Ulcers of the stomach and the duodenum constitute a serious medical and surgical problem. These 


conditions or a history of them was reported fo: one out of every 250 young men examined for 
military service in the peace time draft. On the basis of the findings of the National Health Survey 


1935-1936 


. there would now be about 400,000 persons with peptic ulcer in the United States, 


but autopsy studies indicate that the actual number of cases is much larger.—“Recent Trends in 
Peptic Ulcer,” Statistical Bul. Metropolitan Life Insurance Company 30:6, July, 1949. 
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The multiplicity ol descriptive terms ap 
plied to internal derangements of the 
temporomandibular joints, other than 
obvious affections such as ankylosis, dislo 
cation, fracture and so forth, is mute testi 
mony to the lack of comprehensiy under 
standing of the involved pathology. For 


the most part, these terms have been - 


coined after the more prominent symp 
toms, such as cracking, snapping and 
habitual dislocation, or according to sup 
posed changes in the joint such as ar 
throsis, subarthrosis, dy sarthrosis and the 
disk-mandibular syndrome. This discon 
certing state of affairs constitutes the 
reason why many practitioners approach 
each new patient with temporomandibular 
joint complaints with a feeling of despair 
and an absence of enthusiasm. [his atti 
tude is not justified, as knowledge of the 
affections of this joint is not as chaotic 
as it May appear. 

Phere has been delay in applying to 
the temporomandibular joints the same 
well-understood disease processes that af 
fect other joints of the body. Almost all 
human joints have been extensively sub 
jected to microscopic study for the struc 
tural changes occurring in disease except 
the temporomandibular joint. So far as 
the literature reveals, only one such study’ 
of the temporomandibular joints has been 
made, but this study was the more im 


portant because of the fact that several of 


Internal derangements of the 


temporomandibular joint 
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the cases studied had been examined be 
fore death with particular reference to 


the clinical findings. 

Only a brief summary of the joint 
structures which are important from the 
point of view of development of disease 
will be discussed here. The articular sur 
face of the condyle, the mandibular fossa 
and the eminentia articularis are all nor 
mally covered by cartilage arranged in 
lavers. The innermost, or that layer of 
cartilage immediately adjacent to the sub 
chondral bone, is hyaline while the outer 
most zone is fibrocartilage consisting of 
many fibers running parallel to the surface 

Fig. 1). Peripherally there is a smooth 
transition of this cartilaginous covering 
into the periosteum and joint capsule. 
This cartilage covering the articulating 
bone ends serves as a smooth, resilient 
cushion capable of withstanding strong 
compression shocks. A film of synovial 
fluid separates the opposing cartilaginous 
surfaces, providing lubrication. The artic 
ular cartilage has no nerve or vascular 
supply and possesses a low metabolic rate, 
in consequence of which it has but limited 


reparative ability. 
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The normal articular disk or menis 
cus which divides the joint into two com 
partments is made up of collagenous fi 
brous tissue arranged parallel the 
surface of the condyle 
relatively few scattered chondroid cells. 
Elastic fibers are demonstrable between 
the collagenous fibrous tissue pointing to 
the additional shock absorbing mechanics 
of the joint. Blood vessels and nerves are 
found in the peripheral portion of the 
meniscus as part of an extension of the 
svnovial membrane. The main function 
of the articular cartilage and the meniscus 
is the protection of the subchondral bone 
against abnormal and damaging stresses. 


The 


sleeve of loose connective tissue comp sed 


joint cavity is enclosed by a 


7 


and containing 
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of two layers: an external laver of fibrous 
tissue and an inner, or synovial, laver that 
provides the synovial fluid. The synovial 
Huid appare ntly carries both nourishment 


The 


capsule as a whole is generously supplied 


and oxygen to the articular cartilages. 


M ith nerves, blood vessels and Ilvmphatics. 

While been 
demonstrated in either the subchondral 
bone or 


no nerve fibers have 


articular cartilage, there is an 


abundance of sensory and vasomotor 
nerves in the synovial membrane, menis 
cus, capsule and periarticular tissues 
which apparently are the receptors for 
pain. Joint pain results from any agent irri 


tating the free whether 


trom inflammation and increased pressure 


nerve ndings, 


in the tissue or from trauma. 
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Fig. 1. Normal cartilage of man 
dible separated by joint space 


trom disk.’ XN 96. A 
layer of 
taining large basophilic cartilage 


cells. I middle 


Innermost 


hyaline cartilage con 


Second or layes 
Third or outermost zone, 
saaaC, which is wider and composed of 
fibrocartilage, consisting of many 
fibers running parallel to the 
surface and of relatively feu flat 
cells. D: Normal articular disk 
Is composed of collagenous fi 
brous tissue arranged parallel to 
the surface of the condyle 
containing fer 
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and 
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Etiology 
Onset 

Age of onset 
Involvement 


Table | 


Symptoms 
Traumatic arthritis 


Roentgen signs 


Treatment 


Prognosis 


Joint disease is termed arthritis and 
is one of the oldest diseases known, yet one 
of the most neglected. There are many 
different forms, some caused by known 
etiologic agents, while others the 
etiologic factors remain to be prov ed. Some 
types are characterized by certain patho 
logical and clinical features which make 
their differentiation relatively easy. In 
other forms the clinical pattern varies con 
siderably and identification may require 
detailed study. As tar as the temporo 
mandibular joint is concerned, most cases 
of arthritic involvement fall into one of 
four major groups: C1) 
arthritis results from: acute direct trauma 


to the joint: (2) 


the frankly infectious 
cases caused by a specific microorganism; 
3) cases of unproved etiology but prob 
ably due to endocrine dysfunction; 4) 
cases representing degenerative forms ol 
joint disease. 


@ raumatic Arthritis 


Only acute direct trauma is included 


under the term, “traumatic arthritis” 


Table 


case produced by minor, repeated trauma 


In the past, chronic joint dis 


has been included in this term. However, 
since the end result in the latter may differ 
in no way trom degenerative joint disease, 
current practice excludes such cases and 


cases in which the 


Severe single injury 

Sudden 

Any age, but more frequent in young 

Monoarticular, but dependent upon extent and severity of 
niury 

Pain, swelling, limited motion, muscie spasm and possibly 
ecchymosis 

Joint area usually cloudy and indistinct owing to effusion 
»f synovia and blood 

Rest. Cold compress over area, foll 
Good Reversible 


owed by heat 


labels them simply as degenerative joint 


disease secondary to trauma.” Acute 
traumatic affections of the temporoman 
from. strains, 


dibular joint’ result 


severe blows or falls, fractures into the 


joints, dislocations; in fact, any severe 
trauma to the region. 

he effect of trauma upon articular 
structures depends on the type, severity 
and duration of the injury, as well as the 
reaction of the individual. The primary 
pathologic reaction is a synovitis, but this 
is often complicated by hemorrhagic eftu 
sion into the joint space which is especially 
true when the capsule is torn. When 
articular structures other than the synovial 
membrane are damaged, changes similar 
to degenerative joint disease result almost 
invariably. 
is usually 
monoarticular. The symptoms, usually 


acute with sudden onset, include pain, 


Traumatic joint disease 


particularly on motion, localized 
tenderness. Objectively there is localized 
tenderness, swelling, limited motion, fre 
quently ecchymosis and muscle spasm. 
With synovial effusion, hemorrhage, or 
both, into the joint space the area will 
appear cloudy and indistinct on roentgen 
examination. 


> 


2. Comroe, B. Arthritis and Allied Conditions. Phila 
delphia: Lea & Febiger, 1949 
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Treatment in acute traumatic disease 
of the temporomandibular joints consists 
of rest, cold applications in the early 
stages, followed by heat in the later stages 
and the administration of analgesics for 
the control of pain. Jaw action should be 
limited, resorting to intermaxillary im 
mobilization if necessary, but passive ac 
tion should be permitted as the pain and 
soreness subside. The prognosis is good 
as the disease is reversible with proper 
and adequate treatment. A specific history 
of trauma, sudden onset of symptoms and 
its monoarticular nature serve to establish 
the diagnosis and differentiate it from 
other joint derangements. 


lufectious Arthritis 

This form of arthritis has reference 
to the metastatic invasion of the articular 
structures by specific organisms ( Fable 2). 
These organisms reach the joints by way 
of the blood stream or by direct extension; 
therefore, with the exception of tubercu- 
losis,” in a large percentage of cases in 
vasion of the blood stream will be accom 
panied by a chill, chilly sensations and a 
rise in temperature. There may or may 
not be the accompanying findings which 
characterize bacteremia or septicemia. The 
organisms of gonorrhea, syphilis and tu 


Etiology 
Onset 

Age of onset 
Involvement 


Table 2 Symptoms 
Infectious arthritis Roentgen signs 
Treatment 


Prognosis 


berculosis are the chiet offenders in this 
type of arthritis, although in the case of 
the temporomandibular joint, it may occur 
as a direct extension of pyogenic infection 
from the mandible, maxilla or mastoid 
region. The onset is usually acute, but 
may be insidious, frequently polyarticular 
and migratory at first, finally settling in 
one or more joints. The cardinal signs of 
inflammation are usually present and pain 
is often severe. The synovial fluid may 
become purulent and, if the disease is not 
arrested, it causes destruction of the artic 
ular structures and crippling. It is one of 
the most frequent causes of ankylosis of 
the temporomandibular joints. 

The existence of specific infectious 
arthritis is usually suggested by the his 
tory. Bacteriologic tests should be resorted 
to whenever possible. Cultural methods 
are superior to rely ing on demonstration ol 
the organism by smear. Demonstration of 
the organisms in aspirated joint fluid al- 
lows for a proved diagnosis. The incidence 
of this type of arthritis has decreased 
greatly since the advent of chemotherapy 
and the antibiotics. Treatment is directed 
both systemically and locally. The affected 
joint should be at absolute rest, as motion 
is extremely paintul. Passive motion 
should be allowed as soon as painless 


Specific bacteria 

May be acute or insidious 

Any age. Most prevalent 20 to 40 years 

Polyarticular at onset—finally developing into a mono 
arthritis 

Pain, swelling and muscle spasm 


Usually absent in early stages Periarticular swelling and 
bone atrophy follow later Destruction of bone and 
cartilage 

Systemic with supportive and protective therapy to in 
volved joints 

Good. Ankylosis may be a terminal complication 
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movement is possible. Analgesics tor reliet 
of pain are used as indicated. 


@ Rheumatoid Arthritis 


The cause of this form of arthritis is 
still not fully understood’ (Table 3). It is 
a disease of temperate climates, with low 
incidence in the tropies. It has a definite 
familial tendency. Females are more com 
monly affected than males in a ratio of 

Eighty per cent of the cases occur 
between the ages of 20 and 50, with the 
peak at 35 to 40. Investigation shows that 
in the period preceding the onset of symp 
toms, emotional shocks are common and 
severe depression is frequently present. 
Pregnancy causes an amelioration of symp 
toms in a significantly high proportion. 
Recent work indicates that disordered 
adrenal cortical function is an important 
etiologic factor. 

Rheumatoid arthritis produces wide 
spread pathologic leisons. Joints are the 
main scene of destruction but structural 
changes are found in many additional 
tissues and organs. Symptoms referable to 
the skeletal system are muscle. stiffness, 
joint stiffness, aching, pain and swelling. 
With progression there is generalized de 
calcification and destruction of the joint 
structures that may lead to ankvlosis. The 


Etiology 
Onset 
Age of onset 
Involvement 
Symptoms 
Table 3 

Rheumatoid arthritis 

Roentgen signs 


Treatment 


Prognosis 


temporomandibular joint may become in 
volved but it is always associated with gen 
eralized rheumatoid arthritis. 

Until recently, treatment of rheuma 
toid arthritis has been all but encouraging. 
The discovery of ACTH and cortisone 
offers renewed hope. Being a general 
ized disease, treatment must be diverse 
with regard to both the body and mind. 
Eunedielians and remissions are the rule. 
[he prognosis, at least to the present time, 
must be guarded. 


@ Degenerative Joint Disease 


[his is a process associated with the 
physiologic aging of the tissues of joints, 
aggravated by strain, microtraumas and 
deformities, the end result depending on a 
summation of these factors (Table 4). It 
occurs chiefly in older individuals and it 
it unaccompanied by systemic manifesta 
tions. The microscopic examination of tis 
sues removed surgically from) temporo- 
mandibular joints proves conclusively that 
this disease process is the most frequent 

cause of internal derangements of | this 
joint. Accordingly, this disease process will 
be discussed at some length. 

Commonly used synonyms are osteo 
arthritis, degenerative arthritis, arthritis 
deformans and senescent arthritis. Since 


Speculative. Adrenal cortical dysfunction? 

Insidious or abrupt, accompanied by constitutional symptoms 
Usually 20 tc 50 years 

Polyarticular. Often symmetrica! 

Joint pains, fusiform swelling, stiffness and progressive 
muscular atrophy Many prodromes, including mental 
depression 

Joint effusion and generalized skeletal decalcification. De 
struction of articular surfaces and joint derangement 
Systemic in nature with supportive therapy. Individualized 
therapy to involved joints 

Guarded. Deformity and ankylosis common 
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Etiology 
Onset 

Age of onset 
Involvement 


Symptoms 


Table 4 
Degenerative joint disease 


Roentgen signs 
Treatment 


Prognosis 


the changes are degenerative in nature and 


the word degenerative more accurately 


describes the pathologic changes, this 
terminology has been aecepte ‘d by the 
American Rheumatism Association. The 
term arthritis implies inflammation, ot 
which there is litthke or no evidence in de 
generative joint disease. 


the fact that this 
disease has been prevalent throughout the 
ages, the thorough understanding of its 
nature has been accomplished only by slow 
and painstaking observation and investiga 
tion. 

lo understand degenerative joint dis 
ease one must bear in mind the anatomic 
and histologic makeup of joints and the 
normal physiologic process of joint aging. 
Articular surfaces of bone are covered with 
cartilage which is devoid of blood vessels 
and nerves and possesses a limited ability 
to repair itself. The wear and tear changes 
of daily function become accumulative 
and, if in excess of the limited repair, sub 
jective symptoms may result. 

The temporom andibular articulation 
is immaturely developed at birth but de 
velops in accordance with the function it 
must serve. The development and erup 
tion of the teeth with the resulting inter 
relationships are 


maxillary important 
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Physiologica! aging and microtraumas 
No constitutional symptoms 
Usually after fourth decade 
Monoarticular to few joints 


Insidious 


Stifiness 
Sharpening of articular margins 
Deformity of condylar head 


Pain. Limitation of motion 
Narrowing of joint space 
Osteophytes 
Rest 


ibnormal 


Co 


x1 therapy and mild exercise Correction o 


nasticatory mechanics Analgesics Surgery 


Good Nondebilitating but irreversible Ankylosis is not 


factors in the harmonic balance between 
the condyle and the mandibular fossa. In 
deed, the type of joint, anatomically speak 
ing, is the result of this relationship. Once 
the joint has developed in accordance with 
functional demands, alteration of the lat 
ter is certain to produce an interarticular 
imbalance. This may occur in a variety ol 
ways such as cuspal interference, maloc 
clusion, overclosure from attrition or loss 
of teeth, abnormal masticatory habits and 
so torth. The degree of degenerative 
changes of the joint structure is in direct 
total of micro 


proportion the sum 


traumas it receives. It is never monoartic 
ular in the temporomandibular articula 
tions even though it is rare that both sides 
become SV mptomatic concurrently or even 
eventually. 
PATHOGENESIS— The pathologic find 
ings of the temporomandibular joints in 
degenerative joint disease are consistent 
with that described as the physiologic ag 
ing of joints. The initial demonstrable 
lesion is a softening, roughening and the 
formation of horizontal cracks in the su 
perficial laver of the articular cartilage and 
fissures filled with blood which undermine 
the cartilage and separate it from the sub 
chondral bone (Fig. 2, left). The early 
degenerative changes are most noticeable 


Qa compiication 
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at sites subjected to the vreatest pressure 
and movement. As the disease progresses, 
the articular cartilage becomes structure 
less and the subchondral bone surface be 
comes irregular and broken (Fig. 2, right). 
Ultimately, portions of the cartilage may 
be worn away completely, exposing the 
underlying bone. Such exposed bene be 


comes dense, polished and eburnated ( Fig. 


+). Marginal proliterations (known as 


spurs, lipping, osteophytes and exostoses 
and detormities of the condy lar head even 
tually occur. These changes exert a dam 
aging influence on the articular disks and 
they undergo the same degeneratin 
changes as the articular cartilage. Cracks, 
fissures and calcification are seen and 
areas ol necrosis develop over CNOSTOSeS 
Fig. 4 


varies greatly among individuals, with 


The extent of degeneration 


Fig. 2.—Left: Early degenerative 


joint disease.' A: Horizonta! 
crack filled with blood and frag 
ments of calcified cartilage and 
bone with resorption of surface of 
the subchondral bone by osteo- 
clasts. B: Bone marrow space is 
opened and its contents tran 

formed into fibrous tissue 


Right: Advancing degenerative 
joint disease.’ A: Articular carti 
lage becoming structureless and 
blood filled. B: Subchondral bane 


surface becoming irregular 


- 
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some showing more degenerative articular 
change at 35 than others do at 60. 
syMproms— The symptoms of degen 
erative joint disease are local in character. 
The onset is insidious. Phe cardinal 
symptom is pain, which occurs on use and 
is relieved by rest. Stiffness and limitation 
of motion after prolonged periods of rest 
are common complaints. Such stiffness is 
of relatively short duration in contrast to 
the joint stiffness of rheumatoid arthritis. 
Phere are specific laboratory abnor 
malities. Sedimentation rate, blood count, 
urinalysis and blood chemistry are normal. 
Lowered basal metabolic rates are found 
no oftener in this group than in other in 
dividuals of corresponding age. 
Subjective symptoms and functional 
disturbances may be absent for many 
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Fig. 3.—-Lipping, exostosis und deformity of 
head of mandibular condyle 


vears, although pathologic changes in the 
joint have been slowly but gradually de 
veloping. These cases are particularly re 
sponsive to slight trauma that would not 
produce S\ mptoms in the normal joint, A 
diagnosis of traumatic arthritis in) such 
cases is in error since the degenerative 
changes were present before the injury 
initiated the symptoms. While degenera 
tive change of the temporomandibular 
joints can occur in the young, it is usually 
an affection of middle or old age. 

ROENTGENOGRAPHIC  FINDINGS—One 
must be extremely careful in evaluating 
roentgenograms of the temporomandibular 
joints in degenerative joint disease. In 
some cases the roentgenographic appear 
ance is normal, while in’ others many 
gradations of abnormality may be noted. 
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As has been pointed out, in the early 
stages of the disease structural changes are 
limited to the cartilage which cannot be 
visualized except by special methods. 

The most often observed change 
noted in roentgenograms is that of joint 
narrowing owing to degeneration and dis 
appearance of articular cartilage. Follow 
ing this, small osteophytes appear which 
originate from the edges of the articular 
surface and are evident on the roentgeno 
gram as irregular projections extending 
outward from the joint margins. Inasmuch 


as the detail of all roentgenograms of this 


joint is somewhat obscured by superim 


position of the bones of the skull, the 
abundance and extent of these outgrowths 
are seldom fully appreciated in the roent 
gen study. 

rREATMEN1 From a pathologic 
standpoint this disease is chronic and can 
not be cured. Since worn or damaged 
cartilage regenerates poorly, at best, and 
since osteophytes cannot be resorbed, such 
changes, once established, are irreversible 
and permanent. Nevertheless, much can 
be done to relieve symptoms and to pre 
vent, or at least retard, progression of the 
pathologic conditions. 


Fig. 4+.—Cracks, fissures, calcifications and degenerative changes of articular disk.’ Areas of necrosis over 


exostoses 


5§ 
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One of the most important points in 
treatment is to reassure the patient that 
the disease is annoying but not serious, 
that it is not a crippling arthritis. No ob 
vious deformity results from degenerative 
joint disease as far as the temporomandib 
ular joints are concerned. 

Just as arteriosclerotic patients are ad 
vised to live within their arteries, so should 
patients with degenerative changes of the 
temporomandibular joints be advised to 
live within their affliction if possible. The 
treatment of each case must be individu 
alized. A joint with degenerative changes 
cannot endure much stress or strain; there 
fore, rest is of primary importance in the 
treatment of this disease. Complete rest 
by immobilizing the mandible is unneces 
sary and seldom of ther rapeutic value. The 
patient should be allowed to use the jaw 
passively and to tolerance, but not to the 
extent to cause pain. Exercise of a mild 
nature prevents the formation of fibrous 
adhesions and decreases the possibility ot 
muscular atrophy. Many patients are ob 
sessed with the idea that their joints will 
become stiff unless they ENETCISE them con 
tinuously; this is not true and the patient 
should be reassured in this respect. 

All factors which tend to cause ab 
normal or excessive stress or strain on the 
joints should be corrected. Occlusal dis 
harmonies, even of a mild nature, may 


result) in repeated microtraumas to. the 


joint and be the ultimate cause of the 
joint change. This is repeatedly demon 
strated by the surprising results frequently 
seen by eliminating cuspal interterence. 
Malocclusion, dental attrition, partial or 
complete edentia, all of which may cause 
decreased vertical intermaxillary relation 
ship, should be corrected and normal in 


termaxillary relationship restored. The 
nervous type of individual should be ques 
tioned regarding bruxism or other nervous 
habits affecting normal mandibular move 
ment. 

In the early stages of treatment most 
patients benefit symptomatically from heat 
and massage over the affected part. Heat 
may be applied in many forms—hot water 
bottle, hot fomentations, electric pad, short 
wave diathermy, and so forth. Best results 
are obtained by diathermy supplemented 
by other methods at home. Each of these 
has the effect of increasing the blood 
supply in the area treated. Massage can be 
helpful as a follow-up to heat treatments, 
but it should be avoided, or a least used 
very gently, if the area is tender. Irritating 
the tender tissues covering osteophytes 
may increase the sensitiveness of the area. 

Analgesic drugs are helpful in con 
trolling pain but should be used) cau 
tiously. Undue damage may be caused in a 
diseased joint by masking pain. Sodium 
salicylates and compounds of this drug 
with Phenacetin are less expensive, saler 
and frequently more efhicacious than most 
other drugs of this type. Narcotics are 
seldom, if ever, required to relieve the 
pain of degenerative joint disease. 

Roentgen therapy is of questionable 
value. If tried, 100 to 150 r, two or three 
times weekly tor a total of three to twelve 
treatments is recommended. [he effect of 
such therapy probably is analgesic only, 
without much (if any) effect on the dis 
ease itself. 

lhe use of procaine in the ligaments 
and muscles about affected joints has been 
tried as an adjunct in therapy. These in 
jections invariably give rise to increased 
pain, when the effect of the procaine has 
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worn off; such increase in pain probably 
is owing to the trauma of injection. In our 
experience this therapy has been worth 
less and must be followed by other meas 
ures. 

Injection of irritating substances such 
as SyInasol into the joint to produce ad 
hesions has been reported by some thera 
pists as giving good results. This mode of 
therapy seems illogical as it produces an 
inflammatory reaction in all tissues with 
which it comes in contact, in consequence 
of which additional injury is introduced 
to an already damaged joint. It is of 
terest to know that injection of irritating 
substances for the purpose of fxing recur 
rent, dislocating semilunar cartilages of the 
knee was once used but is now discarded 
as being ineffective and not entirely harm 
less. Its use in degenerative changes of the 
temporomandibular joints should be lim 
ited to cases of rigs ‘rmobility or other con 
ditions in which it is desirable to limit 
condylar excursion ‘and it should not be 
substituted for other prov ed meausres. 


® ANESTHESIA 


Where corrective and supportive 
treatment has failed to control the pain to 
the extent that the patient can live with 
the affection, surgical intervention in the 
form of me niscectomy is an accept: ible 
procedure. Explanation of the dramatic 
control of pain by me niscectomy is specu 
lative but it has bee n pointe od out that the 
meniscus is the only intra-articular struc 
ture subjected to frictional attrition that 
possesses a nerve supply. It was also shown 
that degenerative changes occur in the 
meniscus coincident with changes in the 
other articular cartilages. It is pe wssible that 
the main source of pain is in the meniscus 
and its removal eliminates this source of 
pain. The excellent results that follow ex 
cision of the meniscus of the knee joint, 
where it has undergone degeneration, is 
well-understood and has proved successtul. 
This same principle of treatment should 
be applied more generally to the meniscus 
of the te mporom: andibular joint if it is im 
possible to render the patient comfortable 
by conservative measures. 


Broadly speaking, all anesthetic agents are protoplasmic poisons. The poison in effect is enhanced 


when an anesthetic agent is given in excess, 


when it is incorrectly administered, when an agent 


is given which accentuates the effects of pathologic processes already existing and when the vital 
functions of respiration, oxygenation and circulation are not adequately managed. Conversely, these 
untoward effects in the anesthetized patient may be largely eliminated by choosing the most suitable 
anesthetic agent and method for a particular patient and administering it correctly and_ skillfully 
with due regard to its effects on normal physiologic activity and physiopathologic process.—R. 
Charles Adams, “Clinical Research in Anesthesiology,” Anesthesiology 11:178, March, 1950. 
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Cancer of the gingiva 


lan \lucdonald, M.D., Los A\nveles 


Phe gingival mucosa is the third) most 
common site of oral cancer, even though 
considerably outranked numerically 
those malignant neoplasms which arise in 
the lip and tongue. The mandible is more 
commonly involved than the maxilla by a 
ratio of approximately four to one. As in 
most oral cancer this lesion is more fre 
quent in males than females for a ratio ol 
live to one. Gingival carcinoma fails to 
display the vagaries of microscopic struc 
ture and growth pattern’ exhibited by 
lingual cancer, and is more apt to be ol 
intermediate grade of malignancy. Be 
cause of the intimate approximation ol 
the thin gingival mucosa to underlying 
periosteum of mandible or maxilla, some 
degree of bony involvement is a usual 
complication even in carly_cases. In some 
instances clinical examination shows only 
a superficial erosion of the mucosa which 
may be the deceptive surface of a neo 
plasm infiltrating deeply into the under 
Iving bone. For this reason, prompt biopsy 
of any erosive process of the gingival 


tissues is of extreme importance. 


Etiology 


| he factors commonly regarded as ol 
importance in setting the stage for the 
possible development of cancer of the 
gingiva are similar to those for other forms 
of intraoral cancer. It is my opinion that 
their order of importance is as follows: 
dietary insuflicieney, specifically, of pro 


teins and the B complex vitamins: oral 


sepsis, particularly, periodontitis; syphilis, 
though not as commonly as in lingual can 
The 


first two factors seem to be the most im 


CEF; the inordinate use ol tobacco. 


portant. An adequate diet and a clean 
mouth offer excellent prophylaxis against 
this and other forms of intraoral cancer. 


Precancerous States 


As in the tongue, leukoplakia is the 
single well recognized state of tissue ab 
normality in which cancer may develop, 
but cancer arising in an established area 
of leukoplakia is less commonly observed 
in the gingiva than in the tongue and 
buccal mucosa. Nevertheless, thickened 
plaques of leukoplakia may be the soil in 
which gingival carcinoma develops, and 
they should be eradicated as a prophylactic 
measure, and biopsies taken. 

Cancer of the gingiva frequently 
develops in edentulous jaws. It is possible 
that ill fitting dentures may occasionally 
as inciters of hyperplastic epithelial 
overgrowth, leading eventually to carci 
noma, especially if the edentulous: state 


is concomitant with malnutrition. 


Differential Diagnosis 


Certain non neoplastic conditions 


and several unusual benign neoplasms are 
without) much 


ordinarily — recognizable 


difhiculty. 


Associate professor of surgery, School of Medicine 
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MACDONALD: CANCER OF THE GINGIVA 


PYOGENIC GRANULOMA his 
growth is a productiv e, exuberant process 
caused by trauma to the gingival tissues. 
The lesion is elevated, discrete, usually a 
round or ovoid nodule varying from a few 
millimeters to more than a centimeter in 
size. The surtace is granular or mulberry 
like, the nodule is soft in its carly stages 
and firm in its late stages, and may bleed 
freely in wiping the surface owing to its 
vascularity. Unlike benign tumors or can 
cer of the gingiva it is freely movable. The 
diagnosis should be confirmed by remov 
ing the lesion for biopsy. Cauterization of 


its base usually cures the process. 


pSEUDOEPULIS—Pseudoepulis is 
designation for a productive, fibrosing re 
action in gingival mucous membrane seen 
in edentulous individuals. It is most com 
monly observed on the lingual aspect ot 
the mandible in a central location. It is 
apt to form a linear or flangelike mass of 
firm or even hard tissue which may appear 
fixed to the bone. Its differentiation from 
cancer is the overlying smooth, nonulcer 
ated mucosa, although minute erosions 
may be present. Many of these lesions re 
quire surgical removal to permit refitting 
of dentures. 


HE MANGIOMA—Alore often) seen” in 
infants with accompanying surface “birth 
marks” of the same nature, these benign 
tumors of blood vessel origin may arise 
apparently de novo in adults. heir con 
tent of blood produces a solt, reddish to 
bluish fluctuant tumor with a smooth sur 


face. 


SQUAMOUS PAPILLOMA— This benign 
tumor also forms a producti é, protruding 


nodule on the gingiva, usually not more 
than a few millimeters in diameter. Its 
surface is granular and noneroded, and it 
is freely movable. Confirmation of its na 


ture by biopsy is essential. 


GIANT CELL TUMOR (EPULIS)— These 
tumors are of connective tissue origin and 
arise from the periosteum. Microscopically 
they are composed ol spindle cells with 
dense collagen fibers and are characterized 
by multinuclear giant cells. There is some 
question as to whether they constitute 
true neoplasms. Malignant change in 
these tumors apparently does not occur, 
and they are distinct from those giant cell 
tumors which occur in the medulla of the 
mandible and maxilla. The gingival 
variety form hard, rounded smooth tumors 
CON cred by intact mucosa and are fixed to 
the bone. They grow anteriorly or toward 
the opposing teeth. If not removed ade 
quately recurrence is inevitable, which 


1 
necessitates resection of the adjacent pone. 


a Pathology 


The most common malignant neo 
plasm of the gingiva is squamous cell car 
cinoma. The great majority are of grade 
Hor HH malignancy. The lesion most often 
starts in the mucosal epithelium about the 
tooth socket. The main direction of spread 
mav be inward with early infiltration of 
bone, or peripheral toward the floor of the 
mouth or hard palate or buccal sulci. 
Ulceration of the lesion in its early stage 
is usual, and there may be an elevated in 
durated border representing the limits of 
the lesion. Fixation to the periosteum 
occurs early, even without actual infiltra 
tion. Metastases rarely go beyond the 


cervical nodes. 
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@ Clinical Recognition 


Any erosion of the gingiva which is 
not clearly traumatic should be biopsied. 
If there is distinct ulceration, with or with 
out an elevated, indurated advancing edge, 
the lesion must be assumed to be malig 
nant until it is proved otherwise. Roent 
genograms will indicate more than mini 
mum bony invasion, and the pattern of 
primary cortical erosion thinning 
differentiate such bone destruction from 
the expansile lesions arising in the man 
dible or maxilla proper and of primary 


OSSCOUS origin. 


@ / reatment 


Present trends are toward surgical 
treatment of gingival carcinoma. The use 
of adequate doses of irradiation in such 
close proximity to bone carries prohibi 
tive hazard of subsequent radiation ne 


ANESTHESIA AND THE Carpiac PATIENT 


crosis and secondary osteomyelitis of bone. 
Occasional early lesions of low grade 
malignaney with little or no involvement 
of bone and no evident metastases to cer 
vical nodes may properly be treated by 
wide local resection and preservation of 
bony continuity. For other than such early 
processes, ideal treatment consists of a 
combined radical block dissection of the 
neck on the side of the lesion to remove 
actual or possible metastases, with resec 
tion of the mandible and adjacent. soft 
tissue. 


a Prognosis 


Present indications are that radical 
resection as described above may increase 
considerably the cure rate of this form of 
oral cancer. At present results in terms of 
five year cures are 40 per cent for reason 
ably early cases and 25 per cent for ad 
vanced cases.—1200 North State Street. 


The question of whether a patient with cardiac disease will survive the strain of anesthesia and sur 


gery is one which should be resolved only by close consultation between surgeon, cardiologist and 


anesthesiologist. Having once decided that the expected benefits outweigh the risk, it is then the 


duty of the anesthesiologist to select the agent or agents and outline the management of the case 


in such a way that there will be as little variation from normal physiology as possible. In making 


his choice the anesthetist should keep in mind the real danger of sudden death, with its attendant 
burden of proof that the choice was justified.—Forrest F. Leffingwell, “Choice of Anesthesia in 


Heart Disease. 


Annals of Western Medicine and Surgery 4:244, May, 1950. 
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CASE 


Respiratory depression following induction of 


anesthesia with thiopental sodium: 


report of case 


BA. Dodds, B.D.S., B.Sc., B.Ed., Johannesburg, South Africa 


The two most common complications or thio 
pental sodium (Pentothal) anesthesia mentioned 
in the literature are laryngospasm and _ respira 
tory depression. Laryngospasm, when it does 
occur, is usually more severe under thiopental 
anesthesia than it is under anesthesia produced 
by any other drug. This severity is attributable 
to the respiratory depression which is a common 
feature of thiopental anesthesia. Viewed trom 
a physiologic aspect the spasm is: essentially a 
life-saving reflex. Where it occurs as a reflex 
action from a pain stimulus or an unknown 
factor! the explanation of its occurrence is as vet 
not clear 

While an alarming incident during anes 
thesia, laryngospasm is less disturbing than 
severe respiratory depression for several reasons. 

1. Its occurrence is probably far less com 
mon than is generally inferred from frequent 
references to its dangers. Morris? encountered 
only 6 cases of laryngospasm in a series 0: 2,038 
cases under thiopental anesthesia. Grant 
Whyte* reports one case of minor respiratory 
depression and none of laryngospasm during a 
series of 500 cases under thiopental anesthesia. 

2. The causes of laryngospasm are for 
the most part known, and if they are avoided 
the development of serious spasm is unlikely. 


6l 


3. The treatment of laryngospasm com 
pared to that of respiratory depression is rela 
tively simple and certainly more rational. If it 
is carried out expeditiously the likelihood of a 
fatality occurring is remote. 

4. Cardiac failure, the real danger during 
laryngospasm, will only occur in patients with 
a poor cardiac reserve, or where the questionable 
condition of status lymphaticus exists. 

A perusal of available literature discloses 
only 2 cases of severe respiratory depression 
under thiopental sodium. In both instances re 
covery was reported, but it is not known how 
many cases, under similar circumstances, ter 
minated fatally and were not recorded in the 
literature. 

In the case described by Wilson? 0.7 Gm. 
thiopental sodium was used for removal of an 


From the Dental and Oral Hospital, University of the 
Witwatersrand, Jchannesburg, South Africa 

1. Minnitt, R. J.. and Gillies, J.. Texthook of Anaes 
thetics. Edinburgh: E. & S. Livingston, Ltd., 1948, p. 23 


2. Morris, L. E.. Sodium Peatothal: Precautions and 
Safeguards Which Should Be Observed in Its Use. Obro 
State M. J. 43:944 (Sept.) 1947 

3. Grant-Whyte, H., Pentothal Sodium Anaesthesia in 
Dentistry. S. African D. J. 19:307 (Oct.) 1945 

4. Wilson. J. R.. A Case of Cerebral Anoxaemia Occur 
ring as the Result of Anoxia During the Administration of 
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impacted unerupted third molar tooth. After an 
incision had been made the patient stopped 
breathing and became cyanosed. After artificial 
respiration with oxygen and 7 per cent carbon 
dioxide for an hour, the patient resumed 
breathing. “That night the patient was semi 
conscious and violent jactitations occurred. The 
following morning he was drowsy and com 
plained of complete blindness.” After seven 
days he had “pins and needles” in his right 
hand which went on to tremors and spasms ot 
the Hexor muscles of the forearm. Subsequently 
the left arm and leg were similarly affected. His 
sight returned. and was just less than normal 
atter 46 days. 

In the second case,” an intant of three 
months received 10 cc. of 2.5 per cent thio 
pental. The patient became cyanosed and res 
piration ceased. Oxygen was given but the 
child was almost moribund before he began 
breathing again. Twenty minutes afterwards 
there was sudden failure of respiration and 
pulse. There was blood-stained fluid in’ the 
bronchi. Methedrine was administered and the 
child recovered. 

While these cases are not entirely similar 
to the case described here, the. main issue to be 
contended with in each instance was respiratory 
failure. There is no doubt that respiratory de 
pression is far more disconcerting than laryn- 
gospasm. The cause is seldom evident; the 
treatment is rarely routine; the outcome is never 
sure. 

REPORT OF CASE—The patient, a white 
male, aged 32, was admitted to the University 
of the Witwatersrand Dental Hospital tor treat 
ment of a painful and swollen lower jaw. On 
January 13, 1951, while walking, the patient 
had been assaulted and struck on the lower 
jaw. He had managed to walk home. Two days 
later his jaw was painful and swollen. The 
patient related that at the age of 14 he had 
fallen from a horse and damaged three ribs at 
their spinal attachment. No further details of 
this injury could be elicited, and there was no 
history of any illness or familial condition 
which might have a bearing on the case. 

The lett mandibular region was swollen: 
a hematoma was noticeable in the Hoor of the 


mouth. On palpation of the swollen area, as 
well as on percussion of the lower left cuspid 
and bicuspid teeth, pain was elicited. Unnatural 
mandibular movement was apparent. These 
factors led to a diagnosis of mandibular fracture 
in the region of the left cuspid tooth. The 
diagnosis was confirmed by extraoral roentgeno 
grams; there was no evidence of a fractured 


skull. 


GENERAL EXAMINATION The patient was 
of average build. He showed a slight hunch in 
the lower half of the thoracic spine on the right 
side, tending to scoliosis. It was noticeable that 
he lifted his feet higher than necessary when 
walking. His step also lacked normal spring 
and, in general, resembled a tabetic gait. There 
was, however, no further evidence of tabes 
dorsalis. 

Percussion and palpation indicated that the 
heart was of normal size; the lungs were normal. 
The pulse was full and strong and the pulse 
rate 80 per minute. Heart and lung sounds 
were normal. There was no evidence to suggest 
disease of the circulatory or respiratory systems. 
The diastolic blood pressure was 85 and the 
systolic, 125. The patient's temperature varied 
from 98.4 to 99 degrees. Analysis of the urine 
revealed a specific gravity of 1.025, an acid re 
action and no evidence of albumen or sugar. 

rREATMENT— | he immediate plan of treat 
ment was reduction and immobilization of the 
fracture under general anesthesia. On January 
18, the patient was given preoperative medica 
tion of “4 grain Omnopon and 1/50. grain 
atropine by subcutaneous injection an hour 
before the operation. He was conscious and ap 
peared normal when admitted to the operating 
room at 10:30 a.m. A 5 per cent solution of 
thiopental sodium was slowly injected into the 
median cubital vein. The total volume of solu 
tion injected was 7.5 cc. After 15 to 20 sec . 
onds, respiration ceased and within two or three 
minutes the patient became cyanosed. Oxygen 
under pressure was administered immediately. 


Stiff. Resuscitation From a Seemingly Hopeless 
Situation. Newsletter, §. African Soc. Anaesthetists 2:46 
(Jan.) 1948 
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DODDS: RESPIRATORY DEPRESSION FOLLOWING THIOPENTAL ANESTHESIA 


from the Boyle's anesthetic apparatus (without 
carbon dioxide absorber attachment). Cyanosis 
rapidly disappeared. Six minutes after respira 
tion had ceased the patient's pulse was full and 
the rate 160 per minute. The diastolic blood 
pressure was 100, the systolic, 130. The pupils 
were normal in size and reacted to light. As 
there was no sign of recovery a mixture of 8 
per cent carbon dioxide and 92 per cent oxygen 
was administered, but without any apparent 
effect. 

At 10:50 a.m. an intratracheal tube was 
passed through the nose, and the pharynx was 
packed off. Artificial respiration was continued 
by alternately squeezing the rebreathing bag 
with the respiratory valve closed and applying 
pressure to the abdomen with the respiratory 
valve open. At 11:00 a.m. 2 ce. of nikethamide 
Was injected intravenously, without visible re 
sponse. Twenty minutes later, and again after 
15 minutes, 3 cc. of picrotoxin was administered 
intravenously. There was no sign of respiratory 
recovery. Pulse, eye signs and blood pressure 
remained unchanged. Lumbar puncture revealed 
no increase in pressure in the spinal Huid. At 
12:30 p.m. the patient was removed from the 
operating room and transterred to an iron lung. 
While in the iron lung he was examined by a 
neurosurgeon. The pupillary reflexes were nor 
mal. There was no sign of Babinski's reflex. 
There was no spasticity of the neck muscles, 
or of the arms or legs. A cisternal puncture was 
not attempted. At 2:00 p.m. twitchings of the 
calf muscles were noticed. After a few minutes 
these twitchings took on the character of con 
vulsive movements, accompanied, however, by 
movements of the head, arms and legs that 
were definitely of a voluntary nature. This led 
to the assumption that the respiratory mecha 
nism might also be functioning. The iron lung 
was, therefore, stopped—at 2:15 p.m... which 
was almost five hours after the initial cessation 
of respiration. 

The surmise proved to be correct. The pa 
tient had resumed breathing, but he appeared 
bewildered and reacted violently. The intra 
tracheal tube was withdrawn and the patient 
was removed from the iron lung. He was ex 
tremely difhcult to handle and had to be 
strapped to the bed. During this time he 


shouted incoherently and pleaded with some 
unidentified person for mercy. Because of ex 
treme exertion his color rapidly deteriorated 
and the unruliness passed on to delirium. Oxy 
gen was administered with difhculty, but 


immediately improved his color as well as his 


unruliness. After a short while he asked for 
water. He was allowed a cupful, and was urged 
to control himself. This he did, and gradually 
settled down into a deep sleep. However no 
sooner was the oxygen withdrawn than_ he 
rapidly became cyanosed. Respiratory move 
ments were slowly becoming more feeble. 

At 5:00 p.M. respiration was so feeble that 
even in an atmosphere of 100 per cent oxygen 
the patient's color was greyish, and by this time 
his sleep appeared to have merged into a state 
of coma. At 5:20 p.m. he was again transferred 
to the iron lung. In the process he became 
deeply cyanosed. A pulse beat could be palpated 
only with difheulty. An intratracheal tube was 
immediately passed and oxygen was adminis 
tered under pressure. Color as well as pulse 
improved, and returned to normal as soon as 
the iron lung was started. By 7:00 p.m. the 
patient was conscious. He answered to his name 
and scrutinized the persons around him. 

At 7:30 p.m. the iron lung broke down. 
The patient, however, was conscious, and his 
breathing was better than it had been on the 
occasion of his previous temporary recovery; 
in addition he was much more cooperative. He 
was transferred by ambulance to the Johannes 
burg General Hospital, where another iron lung 
was available. By 10:45 p.m., more than 12 
hours after the initial cessation of respiration, 
the patient was able to maintain a good color 
without the aid of the iron lung and pure 
oxygen. He slept reasonably well from 11:36 
p.m. until 7:00 a.m. the next morning. By 
7:30 a.m. he had recovered completely, and 
asked for food. He had no recollection of the 
previous day ’s experience. 

A thorough roentgenographic examination 
of the base of the skull and cervical spine was 
made immediately after his recovery. No sign 
of any abnormality whatever was detected. The 
mandibular fracture was subsequently treated 
under local anesthesia. 

At the time of writing there is no evidence 
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of cerebral damage having followed this dis 
concerting episode. 

COMMENT Three etiologic factors, sepa 
rately or collectively, have been considered as 
possible causes of the prolonged respiratory de 
pression. 

I. Increased intracranial pressure. So tar 
as maxillofacial injuries are concerned the use 
fulness of lumbar puncture in suspected cases 
of increased intracranial pressure is ques 
tionable. Because of the likelihood of an im 
pacted medulla oblongata in skull and cervical 
spine injuries, an increased pressure in the 
cerebral Huid is more likely than increased 
pressure. in the spinal component. Cisternal 
puncture is not, however, a procedure lightly 
embarked upon. Even in the absence of in 


formation that a cisternal puncture would have 
provided, in view of radiological and clinical 
evidence, the possibility of increased intra 
cranial pressure would be unlikely. 

2. Central lesion. The slightly ataxic gait 
and the history of a fall at the age of 14, might 
point to the existence of a central lesion. Hlow 
ever the neurologic examination failed to dis 
close any such factor. 

3. Idiosynerasy to thiopental. There re 
mains the possibility that respiratory depression 
might have resulted from an abnormal reac 
tion, both in intensity and duration, to thio 
pental. Thorough examination having tailed to 
reveal a more likely explanation, the untoward 
occurrence is most feasibly accounted tor by 
an idiosynerasy on the part of the patient to 
the anesthetic agent. 


Bifid tongue: report of case 


BiH. 1. Hubinger, D.D.S., Saginaw, Mich. 


A bifid tongue, or tip of the tongue, is a 
developmental anomaly that is rare in’ occur 
rence. 


Embryologically the body and apex of the 


tongue originate as three prominences on the 


oral aspect of the mandibular or first branchial 
arch. There are two lateral lingual prominences, 
one on each side; the third prominence appears 
between these two and somewhat posteriorly; 
it is the tuberculum impar.' Failure of any por 
tions of the lateral halves to unite results in 
bifurcation of the tongue. Failure of the lateral 
halves in the posterior portion to before 
the tuberculum impar becomes interposed be 
tween them results in the anomaly known as 
median rhomboid glossitis. 


A case of bifid tongue is reported that 
provided an additional interesting observation 
as regards dev elopmental phenomenon. 


REPORT OF CAse—The patient, a negro 
girl, aged 3, was referred by a physician for 
repair of a bifid apex of the tongue and removal 
of an adjacent pedicled growth. The detect had 
been present since birth. The adjacent pedicled 
mass had gradually increased in size. 

The patient was well nourished and had 
no other obvious congenital physical detects. 
Examination of the tongue revealed a rather 


1. Orban, B.. editor, Oral Histology and Embryology 
St. Louts: The C. V. Mosby Company, 1944 
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HUBINGER: BLIFID TONGUE 


tight: High power photomicro 
graph from same specimen shou 
ing tongue muscle designated at 


arrow 


small bifurcation of the tip. There was an 
ovoid growth of tissue attached to a rather 
small pedicle which, in turn, was attached 
to the inferior surface of the right apex of the 
tongue. The base of the pedicle was located 


Fig. 1.—Left: Bifid tongue with 
associated polypoid growth of 
tongue tissue. Right: Appear 
ance of tongue one month after 
operation 


Fig. 2.—Left: Low power photo 
micrograph of polypoid tissue 
showing presence of tongue mus 


culature at arrow 


near the margin of the bifurcation. The growth 


had the appearance of a solid soft tissue papil 
loma or fibroma (Fig. 1, left). 

The patient was admitted to the hospital 
on August 20, 1949. Under open ether anes 
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thesia a diamond-shaped incision was made 
about the base of the pedicle and the growth 
was removed and sent to the laboratory for 
examination. Full thickness excisions of the 
bifid margins were done leaving a V-shaped 
defect. The mucous membrane was undermined 
and the wound closed with interrupted and 
mattress silk sutures. Two small lead buttons 
were used with a mattress suture near the 
anterior portion of the wound, on both the 
inferior and superior surfaces, for retention 
of the wound margins. 

The sutures were removed on the fourth 
postoperative day. The wound appeared well 
healed when the patient was last seen one 
month later, September 27, 1949 (Fig. 1, 
right 


PATHOLOGIST § REPORT—Grossly, the speci 
men was a polypoid mass of epithelial covered 
tissue, measuring 1.2 cm. in length and 6 mm 
in diameter. Microscopically, the specimen was 
covered by a thick layer of squamous epi 
thelium. The body of the specimen consisted 
of a mixture of fibrous tissue and muscle, with 
a predominance of the former (Fig. 2). The 


polyp was well vascularized and showed a 


ReEATMENT OF PERIODONTITIS 


great many dilated endothelial lined vasculat 
channels. The presence of the large blood 
vascular channels appeared to be part of the 
vascularity of the specimen rather than any 
indication of a tumor derived from blood vessels. 

The pathological diagnosis was papilloma 
of the aberrant tongue tissue. 


COMMENT- The presence of muscle, well 
within the body of the bulbous portion, sug 
gested that the growth arose irom tissues, per 
haps a small nubbin, that, at one time, was 
destined to become normal tongue tissue. The 
epithelial covering was uniformly thick about 
the circumference of the growth, but there 
were no long rete pegs or heavy epithelialized 
areas that are often observed the classical 
papillomas. Macroscopically the presence of a 
pedicle would suggest a papilloma. The bulk 
of the tissue consisted of fibrous tissue with con 
siderable vascularity. 


suMMARY—A_ case of congenital bifid 
tongue is presented. The associated polypoid 
growth apparently represents hyperplasia of 
aberrant tongue tissue.—SOIl Second National 


Bank Building. 


Periodontitis is not a disease from which a patient can be considered “cured” following a course ol 


therapy—unless that therapy be the extraction of the teeth. It is a disease which must be con 


tinually kept in abeyance, and, therefore, one which demands continued prophylactic measures. 


Because the periodontist is faced with a problem of maintaining a periodontium at optimal function 


and repair, he necessarily must adhere to sound biological principles in the treatment, utilizing the 
accepted studies on tissue metabolism in health and disease.—Dickson G. Bell and Robert W. Rule. 
Ir.. “The Periodontal Lesion,” The Journal of Periodontology 21:70, April, 1950. 


Hypermobility of the temporomandibular joints : 


report of case 


B Irving F. Kammen, D.D.S., M.S.D., Cleveland 


\ 16 year old boy was referred by his physician 
on May 6, 1948, with the complaint of pain 
and dithculty in opening his mouth. 

For a considerable length of time the 
patient had been troubled with a faint crack 
ing in the temporomandibular joints. One morn 
ing approximately five weeks previously he 
awakened with his mouth locked in a halt-open 
position, and this has occurred each morning 
since. If he tried to open wider there was 
severe pain in the left temporomandibular joint. 
He was able to reduce the dislocation by manip 
ulating his jaw. Accompanying the reduction 
was a loud cracking in the joint. There was 
pain and cracking on opening and closing. The 
pain would subside, leaving only the cracking. 

There was good mobility palpable in both 
joints, with a knocking palpable in the left 
joint. Through a stethoscope the cracking was 
audible in the left joint. but not in the right. 
The patient could open his mouth approxi 
mately 55 to 60 mm. He was able to reproduce 
the locked position that troubled him in’ the 
morning. With the mouth open approximately 
halfway, he could shitt the mandible to the 
right dislocating the left joint and locking the 
jaw in this abnormal position. By manipulating 
his jaw he could bring it back into proper 
position. \ll his teeth were present with the 
exception of the lower right second bicuspid 
and the third molars. Hlis bite was fair with 
a tendency toward a cross-bite occlusion in the 
posterior region. 

Roentgenographic examination revealed 
considerable asymmetry ot the temporoman 
dibular joints. The lett showed a deep fossa 
with a well developed anterior tubercle and a 
normally formed articular process of the man 
dible. The articular process, in the closed mouth 
position, was within the fossa but posterior to 


6; 


the tubercle (Fig. 1, left). In the open mouth 
position a shift of 2 cm. forward occurred with 
the process well anterior to the tubercle (Fig. 
|, right). 

The right fossa was shallow and flattened 
and elongated in the sagittal dimension, with 
hypoplasia of the tubercle. This deformity of 
the fossa was apparently the result of a broad 
ening, fattening and irregularity of the articu 
lar surface of the articular process. Because of 
this unusual configuration, the excursion of 
the condyle anteriorly was increased slightly 
more than 2 cm. when the mouth was opened 

Fig. 2, left). Also the articular space appeared 
to be widened in the closed mouth position 
Fig. 2, right 

IMPRESSION— There was deformity of the 
articular process of the right mandible and the 
glenoid fossa of the right temporal bone, with 
increased excursion and widened joint space, 
owing to a developmental abnormality, possibly 
attributable to an osteochondrosis or to unrec 
ognized trauma during growth. The left tem 
poromandibular joint showed increased excur 
sion, doubtless associated with functional abnor 
mality of the right joint. 


TREATMENT AND CoursSE—With the sub 
luxation, or luxation, of the left joint probably 
owing to the abnormality in the right joint, it 
was doubtful if injections of sclerosing solution 
would be of value, but it was deemed worthy 
of trial. 

On May 15, 1948, 8 minims of 5 per cent 
Intracaine in oil was injected into the temporo 
mandibular joints. The patient experienced 
little pain or discomfort. A check-up a week 
later showed some improvement. The disloca 
tion and pain, which heretofore had occurred 
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Fig. 1.—Left: Left temporomandibular joint, with mouth closed, showing well developed, normal joint. 
Right: Left temporomandibular joint, with mouth open, showing head of condyle anterior to the tubercle 


each morning, had ceased although the patient 
still experienced the cracking. The maximum 
opening of the mouth at this time was 45 mm. 

Two weeks alter the first injections, both 
sides were injected with 5 minims of Intra 
caine. Upon examination. three days later, the 
maximum opening of the mouth was 35 mm. 
The patient experienced no pain or discomfort; 
there was slight cracking in the left joint. 

On June 12, there was bilateral cracking. 
he patient experienced no pain, but had slight 
dithculty opening his mouth in the morning. 
Maximum opening was 45 mm. 

On June 19, 5 minims of Intracaine was 
injected into the left joint. Two days later 
the bite was very slightly open in the left pos 
terior region, there was no cracking or pain, 
and the maximum opening was 40 mm. The 
open bite subsided in a few days and the maxi 
mum opening increased to 45 mm. 

By July 3, the patient's condition was 
good, with the exception of slight cracking in 
the right joint. An attempt was made to elim 
inate this cracking by injecting Intracaine into 
both joints, 6 minims in the right and 3 
minims in the left. 


The slight cracking shifted to the lett 
side, and one week later, 4+ minims of Intra 
caine was injected in the left joint. One month 
later, August 9, 4 minims was again injected 
in the left side. The cracking disappeared, the 
opening was approximately 35 mm., and there 
was no pain. 

Following this injection the patient's prog 
ress was observed for a period of four and one 
half months. During this time a slight cracking 
developed in both joints, and occasionally he 
experienced a dislocation with locking on awak 
ening, but no pain. There was a maximum oral 
opening of 47 mm. 

On December 27, 1948, four and one-half 
months after the last injection, both temporo 
mandibular joints were injected with + minims 
of Intracaine. This was the seventh set of 
injections since May 15. The cracking and sub 
luxation stopped. The oral opening was 37 mm. 

Periodic follow-up examinations were con 
tinued, the last one being in December, 1949, 
one year and seven months after treatment was 
instituted. There was an occasional slight crack 
ing in the left temporomandibular joint when 
eating; no luxation or locking on awakening, 
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Fig. 


Left: Right temporomandibular joint, with mouth open, showing shallow flattened fossa, and 


hypoplasia of the tubercle. Right: Right temporomandibular joint, with mouth closed, showing widened 


articular space 


and no pain. The maximum oral opening was 


50 mm. 


COMMENT— [his case is of interest because 
of the asymmetry of the temporomandibular 
joints. The left joint was normal and well de 
veloped anatomically, while the right joint was 
greatly deformed. Under this circumstance the 
assumption could be made that any complaint 
clinically would be associated with the mal 
formed right side. Apparently, the shallow and 
Hattened fossa, and the hypoplasia of the ante 
rior tubercle permitted extreme mobility and 
subluxation or luxation of the joint without the 
cracking and knocking usually occurring with 
hypermobility and dislocation. Because of the 
functional abnormality of the right joint greater 
stress and strain were placed upon the structures 
of the normal left temporomandibular joint. 


@ Great 


The resulting trauma produced a hypermobility, 
in this case clicking, pain and luxation in the 
normal joint. 

Although the treatment did not produce 
perfect results, in view of the anatomical de 
formity of the right joint, the amount of im 
provement obtained was gratifying. Observation 
of the patient since the last injections on De 
cember 27, 1948, shows that the lax ligaments 
have been tightened and the major portion of 
his difficulty eliminated. Because of the ana 
tomical deformity of the right joint and the 
accompanying strains placed on the left there 
is the possibility that over a period of time the 
ligaments may stretch and a relapse occur. Only 
time will tell, and close observation and periodic 
examinations will be continued to note future 
changes in the temporomandibular joints.—736 
Rose Building. 


Great men are like meteors, which shine and consume themselves to enlighten the earth.— Napoleon. 
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report of case 


1. Smylski, D.D.S., Hamilton, 


A report of a rare developmental anomaly. is 
presented including surgical removal of the 
anomalous structures. 

On January 5, 1950, a girl, aged 2 vears 
and 9 months, was given a dental examination 
Fig. 1). An accessory or supernumerary tooth 
was erupting from the left buccal tissues ap 
proximately opposite the maxillary deciduous 
second molar, in a horizontal position (Fig. 1 
On the right side a slight point of firm, appar 
ently fibrous or cartilaginous, tissue was pal 
pated approximately the corresponding 
region. Both of these structures were readily 
movable by finger pressure within the solt 
tissues enveloping them. All deciduous teeth 
were present. There was extreme underdevelop 
ment of the mandible, and teeth were in Class II 
Angle's) occlusion. The child's speech was 
not distinct, probably because of the mandibu 
lar retrusion. Mentally she appeared normal and 
subsequent observation seemed to confirm this 


The child was born in May, 
1947. It was observed at birth that she had 
a receding chin. A special rubber nipple with 
a large opening and a_ bottle were used to 
teed her. She could not be nursed. She gained 
weight normally. At time of birth there was 
a hollow in the sternal area and care had to 


HISTORY 


be taken in laying her down as her breathing 
was affected. This hollow has since filled in 
and felt normal at time of examination. Clay 
icles were present. 

At the time of her birth her mother’s age 
was 38 and her father’s age 48. Both were 
normal. There were seven children in’ the 
family. The previous baby was stillborn and 
was an anencephalus. All others were normal, 
The mother, during the early months of preg 
nancy, had been severely ill and in a hospital 


Accessory jaw bones. 


Ontario, Canada 


for a tew weeks. She had secondary anemia. 
and required blood transfusions as well as 
other treatments. This was complicated with 
toxemia of pregnancy. 


ROE NTGE NOGRAPHIC 


June 22, 1950, a maxillary periapical examina 


EXAMINATION — On 


tion revealed a normal complement of deciduous 
teeth. A lateral view (Fig. 2), revealed an 
osseous structure somewhat rectangular in shape 
and bearing three teeth, one of which had 
already erupted through the buccal tissues. 
On October 1950, lateral views were 
taken with the point of the cone paced as tar 
back as possible at the opposite corner of the 
mouth and at right angles, approximately, to 
the object and film. These revealed an osseous 
structure on the left side bearing three teeth, 
Fig. 3, left). A 


similar view of the right side revealed an 


one of which had erupted 


elongated osseous structure, but no tooth for 
mation (Fig. 3, right). Roentgenograms of the 
temporomandibular joints, taken on March 15, 
1951, showed normal condyles for a child oi 
this age. The coronoid process on the lett side 
appeared underdeveloped. Permanent dentition 
showed normal development at this stage. The 
erupted accessory tooth on the left side was 
removed on January 22, 1951, because ot 
caries. 
rREATMENT— The patient was brought in 
periodically for observation. As caries developed 
in the deciduous teeth restorations were done. 
The accessory tooth on the lett side developed 
caries and was removed under general anes 
1951. During these 
visits the child was cooperative and left the 


thesia, on January 22, 


impression that she was mentally normal. The 


structures were observed to be not as easily 
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SMYESKE: ACCESSORY JAW BONES 


hig. 1. Above: Front and side views of girl at age of two 


years and nine months, showing malocclusion. Below 


Necessory tooth erupting through cheek tissues 


movable as a year previously. On consultation 
with an orthodontist it was considered advisable 
to eliminate the anomalies as they might pos 
sibly be hindering normal development of the 
mandible, and could be a source of further 
disturbance once orthodontic measures were un 
dertaken for stimulation of mandibular develop 
ment and the correction of occlusion. 

The patient was admitted to the hospital 
on March 27 


lowing day. She was given 400,000 units of 


1951, for the operation the fol 


penicillin the night before the operation and 
again the next morning. Codeine, 4 grain, and 
atropine, 1/300 grain, were administered an 
hour before the operation. 

On March 28, the operation was per 
tormed under a general anesthetic of ether and 
vinyl ether administered nasotracheally. The 
approach was intraoral. Local anesthetic, 1 


per cent butethamine hydrochloride with 
1:100,000 epinephrine, was injected around 
the bony growths for hemostasis. A_ vertical 
incision was made over the region of the pal 
pated osseous structure on the right side, an 
terior and medial to the anterior border of the 
ramus. The incision was deepened with a sharp 
scalpel until it was possible to raise the peri 
osteum off the structure with a periosteal ele 


vator. Elevation and retraction of the perios 


teum was continued to its head. A bent elevator 
was necessary to get back of the head to sever 
the firm fibrous tissue closely uniting this mass 
to the base of the skull. Blunt dissection and 
elevation was employed throughout to avoid 
possible injury to blood vessels and nerves. 
The tissue enveloping the anomaly was all 
muscle tissue. The temporal and the internal 
pterygoid muscles are in this region. After the 


71 
J 
| 
| 


Iw 


object was thoroughly freed trom surrounding 
tissue it remained firmly attached at its head 
by firm fibrous tissue to the base of the skull. 
A tonsil snare was slipped over the mass 
and finally over the fibrous attachment. How 
ever, it was not possible to sever the connecting 
fibers immediately. Further dissection was em 
ployed using the tonsil snare to hold and draw 
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on the bony mass. This proved effective and 
the structure was removed. 

A similar method of dissection was em 
ployed on the right side. A pair of tooth forceps 
was used to grasp and pull on the structure 
after it was freed from the surrounding soft 
tissue but only resulted in fracturing it. ‘The 
tonsil snare was slipped over the mass and with 


Fig. 2.—Lateral view showing anomalous structures 


superimposed 


hig. 3.—Left: Lateral view of the left side, showing 
an osseous structure bearing three teeth, one of 
which had erupted. Right: Lateral view of the 
right side, showing an elongated osseous structure, 


but no tooth formation 
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SMYLSKE: ACCESSORY JAW BONES 


continued dissection and drawing on the tonsil 
instrument the structure came away in_ its 
entirety. 

Catgut sutures were used to close the 
wounds. Penrose rubber drains were inserted 
and sutured to the cheek with silk. 
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POSTOPERATIVE Penicillin 


TREATMENT 
was administered daily for eight days and proper 


mouth care was rendered daily. There was 
hardly any bleeding after the first day and 
the swelling was only moderate. The patient 
was discharged from the hospital on April 5. 


Fig. 4+.—A and B: Views of specimen removed from the left side. C: The tooth which had been removed 
previously. D: Photographs of the structures removed from the left and right sides. F and F: Views of 


specimen removed from the right side 


= 
‘ 
« 
4 


74 JOURNAL OF ORAL SURGERY «VOL. 10, JANUARY 1952 


On April 20, the patient seemed cheerful 
and normal in attitude. According to her mother 
there were no complaints of pain or discomfort. 


GROSS DESCRIPTION OF SPECIMENS— [The 
lett osseous structure was roughly rectangular 
in contour, approximately 3 cm. in length and 
1.5 cm. in width. The anterior end was rounded 
and pointing toward the oral cavity. “This 
end contained a tooth which was still in’ the 
osseous structure with a thin covering of bone. 
During the operation the tooth tell out. Ac 
cording to the roentgenographic study another 
tooth was buried deeper in the mass. The head 
of the structure was expanded laterally, re 
sembling the expansion of the condylar head. 
This head was attached firmly by a limited 
area of fibrous tissue to the infratemporal sur 
tace of the temporal bone anterior to the articu 
lar tubercle. Roentgenograms taken of the 
specimen are shown in Figure 4+, A and B. 

The tooth located in the anterior end of 
the left specimen had a well developed crown 
about | by 0.7 cm. with four distinct cusps, 
which seemed to suggest a mandibular tooth. 

The crown of the tooth removed pre 
viously had developed caries and the anatomy 
of the cusps Was lost. The roots were about 
a centimeter in length, grooved, and divided 
at the apical third to make it appear there 
were two roots—a mesial and a distal, if related 
to a mandibular tooth, the mesial being the 
wider. The crown, however, was small, 0.4 by 
0.6 cm., and of less value in identifying it 
‘Fig. 4, 

Photographs of the two specimens are 
shown in Figure 4, D. 


@ 


The anterior half of the right osseous 
structure was about 3 cm. in length and 0.5 
em. in width from the lateral view. The distal 
or posterior half of the specimen expanded to 
a width of about 1.5 cm. Anteriorly there was 
a small process about | cm. in length and 0.5 
em. in width, directed medially. At its head 
this mass was also closely attached by firm 
fibrous tissue to the iniratemporal surtace of 
the temporal bone anterior the articular 
tubercle. 

Roentgenograms of this specimen — are 
shown in Figure 4, F and F. 

Microscopic studies were not made as the 
bone appeared normal. 

These rare anomalies would probably be 
related to the formation of the two halves of 
the mandible trom membranous bone replac 
ing Meckel’s cartilage. Duplicity in) organo 
genesis is not uncommon. This is perhaps an 
instance of a teratological process of duplica 
tion of these particular parts. 


COMMENTS~— The position of these anoma 
lous structures, their relationship to the man 
dibular condyles and the cuspid formation of 
the teeth of the left side indicate that these 
probably are parts of an accessory mandible. 

As the mobility of these anomalous acces 
sory structures had decreased greatly within 
the year previous to the operation it is probable 
that eventually they would have become fused 
to the base of the temporal bone. This might 
have caused the underdevelopment of — the 
mandible to become more pronounced. Removal 
of the anomalies would also be more difhcult. 
681 Main Street, Fast. 


Vo look at his picture as a whole, a painter requires distance; and to judge of the total scientific 
achievement of any age, the standpoint of a succeeding age is desirable.—John Tyndall, “Science 
and Man,” Fragments of Science, The Scientific Monthly 72:232, April, 1951. 
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Let’s be reasonable 


lr is Wett KNOWN that the possibilities for the cure of malignant disease increase 
with carly diagnosis and treatment. In the zealous effort to control this disease various 
agencies of the healing arts have utilized all forms of public communication to urge 
people to present themselves earlier for cancer diagnosis. The professions, too, have 
been deluged with propaganda to acquaint the practitioner with the various aspects of 
cancer and to keep him constantly aware of its possible presence. 

The result of this widespread publicity has been the creation of morbid, unreason 
able fear and consequent anxiety. Once the firm conviction is established in the minds 
of some patients that they have, or may have, the dreaded disease, no statement to the 
contrary and no amount of reassurance by the procession of doctors they consult can 
overcome this fearansiety state. Consequently, what was started as a vital public health 
project has boomeranged to become in itself a cause of illness. 

Fear technics, exaggeration and contusion which have characterized much of the 
education on cancer should be replaced by a reasonable approach to the problems with 
full understanding of the possibilities of treatment and cure. The profession in particu 
lar must be suthciently acquainted with the clinicopathologic characteristics of neoplastic 
disease to differentiate the potentially dangerous lesion from that which is entirely 
innocuous. Members of the dental profession, tor example, are prone to label most 
white lesions of the oral mucosa as leukoplakia. Warnings, such as “strict observation,” 
“stop smoking,” “precancerous,” suddenly destroy a patient's mental tranquility. Intel 
ligent thinking gives way to anxiety, panic and hysteria, and the assumed inevitable 
looms before the patient as a formidable blackness. Few professional men who so readily 


litt the warning finger and shout the dread word “cancer” have extended their education 


sufficiently to distinguish the multiple clinical entities with similar but: significantly 


diflerent histologic features. 
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Phe important feature of leokoplakia is its malignant dyskeratosis. Degeneration 
is already under way, and it is truly a precancerous lesion. Simple hyperkeratosis and 
lichen planus clinically simulate leukoplakia but lack its malignant potentialities. Our 
daily practices include many patients presenting numerous deviations from normal 
oral mucosa. How many of these lesions, over a period of many years, degenerate into 
cancer? Is the alarm which we have created in the minds of these patients justified? 


Let's be reasonable! Herbert I. Bloom. 
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Sipe Lerecrs oF Anripiorics 


Q.—One of my patients developed rather 
severe infection following extractions and was 
treated successfully with a course of aureo 
mycin. After about 10 days, when the infection 
had completely subsided, she developed a sore 
mouth and some white plaque lesions inside the 
cheeks. Why did this condition develop?—J. R. 
H., Colorado Springs, Colo. 


\.—When antibiotics are used the entire flora 
of the mouth is disturbed as well as knocking 
out the pathologic invaders. Prolonged use ot 
antibiotics, which have a wide spectrum of 
antimicrobial effect, leaves ample room on oral 
tissues for the yeasts and fungi not inhibited by 
the antibiotic. For these reasons the symptoms 
described in the patient are from a monilial 
infection. Such lesions are best treated with one 
of the detergent types of germicides. It is well 
to be aware of these side effects of the antibiotics 
and to avoid prolonged use beyond periods ot 


definite indication. 


rearmMent oF Fraps Over 
Partiatty Eruptrep Mortars 


Q.— What is your advice on the problem of per 
sistent gum flaps over the distal portion of 
partially erupted lower third molars?—R. A. 


Pontiac, Mich 


\.—Decisions in management must depend 
upon the eruption state and potential behavior 
of the third molar in the future. When the pa 
tient’s age, clinical examination and roentgeno 
grams indicate probable full eruption and func 
tion of the tooth, a conservative plan is followed. 


It only may be necessary to treat one or two 


QUERIES AND COMMENTS 


episodes of pericoronitis, or the flap may be ex 
cised. In most cases, however, there will be in 
adequate space to accommodate the third molar 
and it will remain dormant in the state of 
partial eruption. Then any attempts at Hap ex 
cision will be followed by regeneration and the 
condition will be troublesome with the threat of 
severe infection until the third molar is ex 
tracted. 


Cueck-urs Arrer Removat 
oF ADAMANTINOMA 


Q.—How long should a patient be observed 
after the removal of an adamantinoma from 
the mandible?—A.k., Baltimore. 


A.—These patients should be checked at six 
month intervals by roentgenographic examina 
tion for the rest of their lives. We have seen 
recurrences as much as 30 years after the re 
moval of adamantinoma of the mandible. In 
our series of cases, recurrences have been noted 
in about 25 per cent of the cases. Out of a total 
of 60 cases, 6 of the recurrent lesions, or 10 
per cent, showed adamantinocarcinoma. The 
initial treatment should be radical and the 
follow-up should be continuous and careful. 


@ Lerecr or Protoncep Fixation 
FoR TREATMENT OF FRACTURES 
Q.—Is there any danger of permanent damage 
being caused to a normal temporomandibular 


joint from prolonged fixation for treatment of 
fractures?—H.S., New York. 


A.—No. This possibility is practically non 
existent. We have had 2 cases on our service 
with unilateral ankylosis of the temporoman 
dibular joint. One had fixation for a period of 
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60 years and another for a period of 38 years. 
Following condylectomy, there was normal func 
tion of the uninvolved joint. This should prove 
conclusively that prolonged fixation does not 
destroy the function of a normal tempore 
mandibular joint. 


@ bree Gincivar Marcin bear 


Q.—When a flap of the “free gingival margin” 
type is used, is the epithelial attachment of the 
tooth destroyed? What are the periodontal im 
plications of such a fap design?—H. A, MecD., 
New Haven, Conn. 


A.—The tree gingival margin Hap is an excellent 
means to gain good access to an operative field 
in many regions with a minimum of trauma. 
This incision divides the epithelial attachment 
of the tooth but leaves a viable portion attached 
to the low cervical region. When the fap is 
sutured carefully to place the epithelium re 
generates as well as the free gingival margin 
fibers of the periodontal membrane. These in 
cisions have been employed successiully for 
many years. As long as the tissues are handled 
with care and restored to anatomic position good 
healing and no periodontal complications can 
be expected. With good surgical principles there 
is no need to be hesitant in using this Hap 


design. 


INTERFERENCE OF [ISSUE IN 
Uprer Morar Operation 


Q.—While extracting a deeply impacted upper 
third molar and using a flap reflected high in 
the tuberosity region the region suddenly was 
filled with a mass of yellow, soft tissue. It was 
dithcult to complete the procedure and to hold 
back this tissue. Will you explain the en 
counter?>—W. H. S., Omaha, Neb. 


A.—When the buccinator muscle and fascia are 
perforated in this region of operation the large 
buceal fat pad drops down from above. It is 
well to avoid injury to this tissue and to close 
the incision carefully. This region is a tertile 
held for intections. 


rRearmentr oF Rerainep 
Decipuous First Morar 


Q.—Although roentygenograms show a develop 
ing bicuspid in succedaneous position, one of 
my 15 year old patients has a solid deciduous 
first molar. The retained deciduous molar is a 
little lower than the occlusal plane. Is it best 
to wait for normal shedding or to extract the 


tooth? —H. R. B., Bakersfield, Calif. 


A.—It would appear that the deciduous tooth 
may become ankylosed to bone and, therefore, 
should be removed at once. 


@ 
Mortars 


Q.—Many of my young patients have impacted 
upper third molars which do not give them any 
trouble. klow should I evaluate these situations 
and advise my patients?—Farl Williams, Dallas, 
I exas. 


A.—If the adjacent second molar has a limited 
service expectancy because of caries or malposi 
tion, its removal may allow the eruption of a 
well formed impacted third molar into full 
functional position. Otherwise, if the second 
molar is in good condition, the impacted third 
molar must be removed since it will produce 
malposition or extrusion of the second molar or 
absorption of the roots. For an account of the 


orthodontic implications of these impactions 
refer to the article by Spencer Atkinson (| 
Oral Surg. 8:136, April, 1950 
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Proves: 


ziani. First edition. 585 pages with 450 illustra 


Buco Maxiro-Factat. Mario Gra 
tions. Index. Sao Paulo, Brazil: Livraria Vade 
mecum Editora, Ltda., 1950. 

Professor Graziani's book on buccomaxillo 
facial prostheses is written in Portuguese, the 
official language of Brazil. It is intended pri 
marily for those who do surgery and prostheses 
in the head and neck region, but it is so pro 
fusely illustrated that even to the general prac 
titioner of dentistry it imparts much valuable 
information. Although there are several books 
on this subject in the English language, this is 
a much needed volume in Portuguese. 

The author gives a historical review of oral 
and facial prostheses in Brazil from 1919 to the 
present time. He discusses the general and local 
jactors which enter into the examination of a 
patient requiring a special prosthesis. Along 
with this is included a review of the anatomic 
the 
and cranium with numerous illustrations. 


landmarks and musculature of mandible 

There is an interesting chapter on the 
analysis of facial esthetics, and on methods of 
photography. In logical sequence, Graziani dis 
cusses the several impression materials and 
accessory equipment which may be used, also 
the pouring and duplicating of models. He then 
goes into the technics for taking impressions 
of the face with plaster, wax and the hydro 
colloids, followed by the construction of plaster 
face masks. Ele concludes the first portion of 
his book by discussing the materials which are 
available for making the prostheses, including 
gelatin, vulcanite, metals, celluloid, resins and 
latex. Untortunately the author does not men 
tion the most recent developments, the poly 
vinyl resins, which have been used successfully 
in the United States. 

The second portion of the book is de 


voted to the construction of prosthetic appli 
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the 
After discussing the 


the use of latex and one of 


flexible 


ances by 
earlier resins. 
treatment of postoperative palatal openings, 
Graziani reviews extensively the many types of 
clefts of the palate, together with the appliances 
suitable for each. This is followed by the sub 
ject of speech training, which is dealt with 
briefly. Speech training is so important a phase 
of this work that it justifies a separate book by 
itself and its teaching lies in the field of the 
speech therapist rather than the dentist. 

Many types of mandibular conditions and 
appliances are shown and technics are given 
for their management. The author closes with 
a discussion of prostheses for restoring the nose, 
eye, ear and tongue. 

This book should serve a useful purpose for 
those interested in this service, particularly in 
Brazil and Portugal. It should also serve as a 
valuable library reference book in other coun 


tries.— Stanley D. Tylman. 


@MCoron or Parnorocy. Prepared 
under the auspices of the staff of the U. S. 
Naval Medical School of the National Medical 
Center. 546 pages with 1,053 figures in color 
on 365 plates. Index. Price $20. Philadelphia: 


J. B. Lippincott Co., 1950. 


[his book supplies a universal need for a re 
liable and inclusive atlas for use in the study 
and identification of diseased organs and 
tissues. It is equally suited to the classroom, 
the laboratory and the clinic. It is impossible to 
describe the initial enthusiasm created by the 
generous use of color in the pictorial presenta 
tion of pathologic material. This highly favor 
the 


excellence and clarity of the first plates on 


able first’ impression is heightened by 


diseases of the hemopoietic system. However, 
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further examination of the succeeding pages 
proves once more that neither the color expert 
nor the most. skillful photographer can start 
with the handicap of a poorly selected and 
poorly prepared specimen and produce results 
of a high grade of excellence. There are plates 
on pages 277, 280, 282 and 286, for example, 
that fall far short of the high standards at 
tained by the majority of the reproductions. 
[here is a brief text to accompany the pictures 
that has been prepared with great care and 
there is also a useful index. There are 23 pages 
of text and 56 plates covering the diseases ot 
the oral cavity. 

The successful completion of such a proj 
ect was made possible only by the hearty co 
operation of a highly competent technical staft 
with able clinicians and pathologists in such 
an institution as the Naval Medical school. Both 
the publishers and the staff deserve the greatest 
credit for their successful cooperation in this 
useful project.—F. H. Hatton. 


@ Anatomy For Dentat Stupents. Mary F. 
Lucas Keene and J. Whillis. First edition. 342 
pages with illustrations. Index. Price $7.50. 
Baltimore: Williams & Wilkins Co., 1950. 
Obviously a rigorous culling was necessary to 
describe the structure and touch on the em 
bryology of the human body in such brief 
space. The book is well written and interesting. 
Illustrations are fairly numerous but too often 
repeated. The paper and binding and the 
typography are excellent. However, the place 
occupied by gross anatomy in American den 
tistry is such that an abridged volume cannot 
serve dental students. This book leaves much 
to be desired. 

The objectives in the study of anatomy as 
set forth in the curriculum of the American 
Association of Dental Schools can be sum 
marized as follows: 

To obtain a general, and in some parts a 
specific, knowledge of the anatomy of the 
human body to make possible an understand 
ing of physiology and pathology and a detailed 
knowledge of the anatomy of the face, jaws 
and structures directly associated with them. 
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This will make possible an appreciation of the 
practical applications of anatomy in the clinical 
practice of dentistry and will also help the 
student to understand the anatomic background 
of clinical and research papers. 

A volume of 342 pages cannot meet these 
requirements because too much material is 
wholly omitted and much that is included is 
inadequately described. hk. L. Vehe. 


® Anestuesia in Denrat Surcery. Sterling 
V. Mead. Second edition. 648 pages. 212 il 
lustrations. Price $12.50. St. Louis: The C. V. 
Mosby Company, 1951. 


This excellent text and reference work, pre 
sented in accurate scientific language under 
stood by the dentist, serves as a bridge between 
the physician-anesthetist and the dental sur 
geon who frequently calls on him for assistance. 

Regardless of the pathology involved, the 
public considers dental surgery a minor issue, to 
be met at its convenience at an appropriate time 
and economic level, without postoperative em 
barrassment. 

Dr. Mead’s book indicates how this de 
mand has been and is being met with safety 
and public satisfaction. His treatment of the 
problem is well handled. He stresses the im 
portance of teaching and research in dental 
anesthesia. 

The university anesthetist and the chiet 
of the hospital anesthetic service would do well 
to study carefully the problem of education here 
presented. The thoughtful diffusion of anes 
thetic knowledge and experience is not only 
a duty but may do more to enhance the spe 
cialty than will a policy of segregation and 
preoccupation with ultra scientific research of 
highly questionable clinical value. Routine 
anesthetic technics, which in the practice of 
one man representing 300,000 nitrous oxide and 
oxygen cases during 35 years with but one 
fatality, and 35,000 to 40,000 patients in five 
vears with thiopental sodium, without mor 
tality, can scarcely be ignored. 

The author subdivides his text into two 


major divisions—local and general anesthesia 
Under each he deals with history, anesthetic 
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BOOK REVIEWS 


agents, technics, armamentarium and sequelae. 
\n extensive bibliography follows each chapter. 
The halftones and line cuts are well executed. 

The author's preferences are advanced 
with vigor but with consideration tor others. 

One note pervades this book. It explains 
the author's clinical success and the acceptance 
of his organized efforts by the public. This 
note is the safety of the patient. Where con 
Hict develops—that is, where the continued use 
of agent or technic increases the existing hazard 

it is immediately abandoned for something 
sater. 

Anesthesia in Dental Surgery is recom 
mended tor both dentists and physicians. 

Dr. Mead has demonstrated in this aca 
demic and clinical work the need for mutual 
respect and consideration between the fields of 
medicine and dentistry.—Paluel |. Flagg. 


@ Arm—Surcicat anp Mepicar. War 
ren H. Cole and Charles B. Puestow. Fourth 
edition. 432 pages with 196 illustrations. Index. 
Price $4. New York: Appleton-Century-Crofts, 
Inc., 1951. 


The authors have thoroughly revised their 
book. Some of the drugs recommended in for 
mer editions have been deleted and newer 
and more effective ones, primarily the anti 
biotics, have been included. 

In a well ordered tashion the book covers 
in detail first aid treatment for injuries likely 
to be sustained both in civilian life and in war. 
A considerable portion of the book deals with 
first aid treatment of atomic blast casualties. 
The authors have achieved a nice balance in 
their book. Their material, presented with 196 
illustrations, should be readily understandable 
to any first aid worker. The book also could 
be read with profit by anyone interested in this 
service irrespective of his training. 

As a basis for the discussion of what to do, 
how to do it and what not to do in an emer 
gency, Dr. Puestow has written Chapter 3 on 
anatomy and physiology. This chapter contains 
only 28 pages and yet it is a remarkably com 
prehensive résumé of the subject. In addition 
to the two authors, 19 other prominent physi 
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cians have contributed material dealing with 
their specialties. 

In these uncertain times when dentists 
may well be called upon to play an important 
part in supplementing the services of physi 
cians in an emergency, a book such as this 
should have an important place in each dentist's 
library.—Warren R. Schram. 


Cancer: A Manuat vor PRACTITIONERS. 
Committee on Publication, E. M. Daland, 
chairman. Second edition. 308 pages. Boston 
American Cancer Society (Massachusetts Div., 
Inc.), 1950. 


The second edition of this cancer manual for 
practitioners effectively serves its purpose. It 
not only presents useful information on specific 
types of tumors by site but it also reviews 
the general trend in some of the phases of 
cancer research and treatment. Included are 
chapters on historical trends in the study of 
cancer, modern cancer research, epidemiologic 
aspects of cancer, the pathology of malignant 
disease, the biopsy in relation to tumor diag 
nosis, symptoms, examination and_ principles 
of treatment and treatment of malignant disease 
by irradiation. Following this basic discussion of 
cancer, cancer of various anatomic locations, in 
cluding the lip, mouth, maxilloethmoidal region 
and salivary glands, is discussed. The chapters 
are written authoritatively by specialists in the 
particular fields. 

The discussion of cancer of the lip by 
Grantley W. Taylor, effectively highlights the 
problem. The statement is made that the low 
incidence of cancer of the upper lip may be 
partly due to a lessened likelihood of trauma 
from carious teeth. A dentist might find this 
questionable. In explaining treatment of can 
cer of the lip, the role of the dentist in clean 
ing up the mouth is adequately discussed. 

Charles C. Lund has written the chapter 
on cancer of the mouth. This chapter covers 
cancer of the lining tissues of the mouth in 
excellent fashion. The only material that might 
be questioned is the emphasis which Dr. Lund 
places on high protein diet and the use of 
gonadotrophic hormones in the treatment of 


4 
7 
a 
@ 
= 


leukoplakia. However, although Dr. Lund has 
been an advocate of this particular method of 
treatment for some years, he emphasizes the 
more usual treatment; that is, removal of all 
sources of irritation. 

Gerald G. Garcelon, in his chapter on 
tumors of the salivary glands, does not place 
adequate emphasis on the occurrence of these 
tumors in the small collection of salivary 
glands contained within the lips, palate and 
other regions outside of the major. salivary 
glands of the mouth. 

David Weisberger has written the chapter 
on the role of the dentist in) cancer control. 
He brings out most of the important pre 
ventive roles of the dentist. Hlowever, Dr. Weis 
berger casts some doubt on whether the den 
tist should perform a biopsy. He emphasizes 
that unless the dentist has had sufhcient train 
ing to take tissues for pathologic examination, 
it is advisable to direct the patient to the 
proper consultant. Hlowever, every dentist 
should be given sufhcient training in taking 
tissue for pathologic examination if cancer is 
to be controlled in dental patients. Dr. Weis 
berger suggests that all teeth which will be 
in the path of irradiation should be extracted. 
This approach to the problem of teeth in irra 
diation is not realistic for it is not the direct 
effect of the rays on the teeth but rather their 
effect on the salivary ghands which is im 
portant. For that reason the recommendation of 
Dr. Lund in his chapter on cancer of the 
mouth is more useful. Dr. Lund comments 
that if radiation is to be employed, all diseased 
teeth, and preferably all teeth, should be ex 
tracted before treatment, for the bone is de 
vitalized by irradiation and osteomyelitis or 
necrosis of the jaw may follow insignificant 
infection. The high incidence of caries after 
irradiation emphasizes this need. 

Some tumors of dental origin have been 
overlookgd apparently because no dentist or 
oral surgeon who was interested in them par 
ticipated in preparation of the volume. Amelo 
blastomas, other odontogenic tumors, and, in 
general, tumors of the jaw bones have been 
omitted from discussion. It is realized that 
this is a manual, not a text, but such lesions 
are relatively common and important. 
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The dentist should have a knowledge of 
recent advances in cancer research and treat 
ment and in the philosophical approach to 
ward the cancer problem. He also should have 
specific knowledge of cancer within the region 
that he treats and have available information 
on cancer elsewhere in the body. This volume 
appears to fill these needs adequately and 
serves as a manual for practitioners in den 
tistry as well as in medicine. An index would 
add to its usefulness.—H. B. G. Robinson. 


ray Trearmenr, rvs Ornicry, Birtu anp 
History. Emil Grubbé. 153 pages 
with 51 illustrations. Price $3. St. Paul: Bruce 
Publishing Co., 1949. 


Most members of the dental profession, who 
accept as a matter of course the great contribu 
tion of the roentgen ray to dental practice, will 
find this historical text of particular interest. 
Many have not seen the lesions on the fingers 
of older dentists who pioneered in the field oi 
dental roentgenography, unconscious of the 
fact that holding films with their fingers or 
testing the gas tubes that preceded the present 
Coolidge tubes exposed them to irreversible 
damage by the rays. 

The author was active in the development 
of roentgenology trom the very beginning. 
Through lack of knowledge he suffered such 
serious damage he submitted to 83 operations to 
save his life. Not so fortunate were more than 
100 physicians who are listed by the author as 
American, British and European martyrs to 
the advance of roentgenology. 

The author devotes Chapter 10 to an inter 
esting discussion and description of the dele 
terious effects of the rays on his unprotected 
body over the vears. He does not state at which 
period of his pioneer work he employed meas 
ures to protect himself from the rays. Many 
interesting comments on the treatment of his 
own burns are included, as well as valuable 
notes on medical and surgical treatment. 

Chapter 11 is devoted to the early history 
of roentgen ray therapy, the technical and 
therapeutic problems of the pioneers in_ this 


field, and the open hostility and prejudices ot 
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the medical profession because of ignorance, 
backwardness and jealousy. Included is a chron 
ological history of the progress of roentgen 
therapy. 

Chapter 14 is devoted to the trials and 
tribulations of his contemporaries, the pioneers 
in this work, and is a tribute to their untiring 
zeal. 

The tinal chapter, “X-ray Therapy of To 
morrow,” is a prediction of increased future 
usefulness for this well established method of 
treatment. 

A bibliography and short biography com 
plete this most interesting book.—C. W. Wal 
dron, 


Researcues ON THe oF 
Orat Cancer. C. A. P. Wood and J. W. 
Boag. Special report No. 267 of the Medical 
Research Council. 148 pages with 75 illustra 
tions. Price $1.75. London: Elis Majestw’s Sta 
tionery Office, 1950. 


The senior author of this excellent report ranks 
among the best. practitioners, outstanding ob 
servers and honest reporters ol therapeutic 
radiology. Dr. Wood has devoted ot 
scientific endeavor to the rationalization of 
roentgen therapy and curietherapy in order to 
facilitate teaching, to improve technics and 
to raise the proportion of successful results. 
Such an attempt implies of necessity an effort 
to control dosage, to observe the different 
radiophysiologic responses to the same physi 
cal influence and the statistical evaluation of 
results. The present report emphasizes three 
important basic disciplines: physics, radiobi 
ology and statistics. 

The first part of the report is concerned 
with an experimental comparison of roentgen 
rays and radium rays. It contains a descrip 
tion of ingenius dose-contour-finder by 
P. Howard-Flanders. The skin reaction ap 
peared to develop more rapidly and to be more 
severe under the influence of roentgen rays 


than of radium rays. Assessment of differences 
in tumor response was not possible. Differences 
in wave length of radiations employed did not 
influence the clinical results. 

The second part is concerned with histo 
logic investigations, by A. Glucksmann and 
F. G. Spear, to determine the relative effects oO 
radiations on the different tumors and to at 
tempt to establish a prognosis. 

The third chapter is devoted to the statis 
tical analysis gf results. A new statistical method 
is proposed for the estimation of final success 
trom the interim clinical results. This method 
of “maximum likelihood,” evolved mostly by 
J. W. Boag, the junior author of the report, 
groups the patients into CL) those dead from 
cancer at the time of analysis, (2) those dead 
from intercurrent disease rather than from the 
cancer, (3) those alive and symptom-free and 
4+) those alive but with recurrent or persistent 
cancer. 

Cancer in its different locations, even 
within the upper air passaves, has a vreat variety 
ol manifestations, not necessarily morphologic, 
the knowledge of which is as important to the 
successful treatment as are the physical cal 
culations of dosage. Final results in the treat 
ment of histologically analogous tumors are 
considerably more dependent on the ability 
with which the treatment is administered, or 
upon the possibility or impossibility of adminis 
tering the minimum necessary dose to the entire 
tumor area, than on morphologic variations. 
Statistical evaluation of results in the presence 
of physical, pathologic and radiobiologic vari 
ants, in addition to human error, becomes al 
most futile, for these factors cannot be properly 
adapted to mathematical exigency. Change of a 
member of the staff of a therapeutic institution 
may more effectively increase the proportion 
of good results than any other single means. 
Praiseworthy as the authors’ efforts unquestion 
ably are, they have not succeeded in appreciably 
improving on the results of less scientific but 
not less skillful predecessors and contemporaries. 


I. 4. del Regato. 
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Opservarions OF THE PHARYNGEAL 
OPERATION FOR THE IMPROVEMENT OF 
SpeecH iN Crerr Parare Patients. Fred 
Squier Dunn. Plast. & Reconstruct. Surg. 
7:530, June, 1951. 


This author is very enthusiastic about the pos 
sibilities of the pharyngeal Hap operation for 
the improvement of speech in cleft palate 
patients if the usual operative procedures have 
tailed. He reports on a series of 30 cases oper 
ated on between the ages of 8 and 35 years. 
With the exception of one case, which was a 
failure because of an uncooperative, psycho 
pathic patient, his results have been good. He 
notes improvement almost immediately after 
operation in all cases, especially with the plosive 
sounds (p and b), and the hard consonants 
t, d, k and g). He also notes improvement 
with the blow test. Within two or three months 
after the operation, practicaHy all of the un 
pleasant accessory facial grimaces have dis 
appeared. The complications of this operation 
have been minimal. In most cases, the speech 
training period is greatly shortened and most 
of the patients have been discharged after six 
sessions. 

Dr. Dunn suggests procaine as the anes 
thetic of choice. He bases his Hap at the inferior 
portion of the pharynx and dissects the full 
thickness pharyngeal tissue which is advanced 
forward and securely attached to the bed pre 
pared in the posterior portion of the palate. 
He suggests the base of the flap be as broad as 
possible without interfering with the opening 
of the eustachian tubes. The author considers 
the pharyngeal Hap operation, as originally sug 
gested by Robert E. Moran in 1946, as the out 
standing surgical contribution to secondary cleft 
palate repair.—Reed O. Dingman. 


Eerecriveness oF Soaps Con tainine Hex 
ACHLOROPHENE FOR THE SURGICAL SCRUB 
SpeciaL REFERENCE TO Bar Soap. KR. BR. Best 
and others. Arch. Surg. 61:869, November, 
1950. 


Hexachlorophene incorporated in a bar soap 
more effectively reduces the bacterial Hora ot 
the skin than does ordinary bar soap. The use 
of this special bar soap can materially reduce 
the time necessary for a surgical scrub and 
eliminate the scrub brush and irritating alco 
holic rinse (alcohol counteracts the bacterio 
static effectiveness of the agent). A suthcient 
time for a surgical scrub with a soap containing 
hexachlorophene is three minutes. After scrub 
bing for one minute, nails should be cleaned 
and scrubbing continued for an additional two 
minutes. This total scrubbing time should *e 
lengthened to five minutes if the soap is nou 
used daily for scrubbing or in the daily toilet. 
Since the cumulative factor and sustained 
action of hexachlorophene are important in 
maintaining a low skin bacterial flora it is 
recommended that hospital personnel, and par 
ticularly those with operating room duties, use 
the bar soap containing hexachlorophene (Dial 
in their daily toilet. 

Liquid soap containing hexachlorophene 
has been studied and similar conclusions can 
be drawn regarding its effectiveness except that 
it may be irritating to the skin owing to its 
cocoa oil and potash content. Because of the 
cost factor incident to the use of bar soap in 
the operating room as compared with liquid 
soap, it is recommended that operating room 
personnel use bar soap containing hexachloro 
phene in the daily toilet and a liquid soap con 
taining this same agent in the operating room 


—]. K. Paul. 
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leacuinc oF Orat Surcery (Correa 
HON OF Basic Scrence Prac 
rice). Charles W. Freeman. J. D. Educ 
15:144, March, 1951 


In emphasizing the need for correlation of 
scientific knowledge with clinical practice, 
Dean Freeman questions whether the student, 
practitioner or teacher is actually analyzing the 
scientific aspects of clinical problems or whether 
he is simply modifying his procedures as a 
technician to conform to a formula proposed 
by scientific investigators. 

The author feels that oral surgery is the 
held of dentistry in which there is the greatest 
practical application of basic scientific knowl 
edge and proposes that, where possible, it be 
instilled into the oral surgical teaching program. 
\dmitting the limitations in advancing this con 
cept in the undergraduate curriculum, he ad 
vocates this type of training with graduate 
students. 

Mentioning that there are iew patients 
requiring even the simplest tooth extraction who 
cannot be used to convey to the student a very 
real lesson pathology diagnosis, Dr. 
Freeman points out that the alert and en 
thusiastic clinical teacher may do much to 
augment the basic know ledge the students al 
ready possess. 

The correlation of basic science with clini 
cal practice is the only way the student can 
acquire a practical appreciation of his backlog 
of scientific information. Stimulating him 
within the clinics of the dental school to utilize 
this knowledge will influence him into con 
tinuing that type of patient appraisal in his 
private practice. Bruce Douglas. 


@ Derr Neck INrections. Louis F. Knoepp. 
Am. J. Surg. 82:213, August, 1951. 


Deep cervical infections localize and spread in 
conformity to the anatomy of the lymphatics 
and fascial components of the neck 

The main methods of spread of infection 
may be summarized as follows: Local suppura 
tion will invade the nearest lymph nodes: 


namely, buccinator and parotid nodes, submaxil 


lary or other nodes and suboccipital and super 
ficial cervical nodes. All superficial lymph nodes 
may abscess and localize at their anatomic 
sites; namely, submental, submaxillary, buc 
cinator, and so forth. If lymph node suppura 
tion continues without access to drainage, deep 
spaces may be involved; namely, geniohyoid, 
submaxillary and lateral pharyngeal, parotid and 
buccinator spaces. Fascial spaces may spread 
infection to one another and may be involved 
directly before lymph nodes suppurate. Some 
fascial spaces gravitate to the mediastinum; 
namely, retropharyngeal space carotid 
sheath. 

In recognizing deep neck infections one 
must, of course, search for the source. In this 
connection one should look for dental foci 
whether they are alveolar abscesses or merely 
the result of recent operative dental interfer 
ence. Tonsils and pharyngeal lesions account 
for another large percentage. Osteomyelitis of 
the mandible, infected sebaceous and branchial 
cysts and furuncles comprise a smaller group. 
Trauma may be the initiating factor in some. 
Symptoms of space infections may be cata 


logued under three headings: (1) septic; (2 


asphyxial; (3) vascular. Septic symptoms of 
lever, chills, sweating and prostration may ac 
company any septic process. Chills may have 
a more potential significance in those cases in 
which bacteria have entered the blood stream. 
Pain is common to all and may not be localized 
except in denoting the side and relative area 
of involvement. Trismus occurs when pressure 
is exerted on the deep muscles of mastication, 
particularly the internal pterygoid muscle. 

The asphyxial symptoms are the most 
alarming. So-called Ludwig's angina is a classi 
cal example in which the geniohyoid space is 
involved. Pressure of the abscess elevates the 
Hoor of the mouth beneath the tongue pushing 
it high against the palate. Pressure is con 
tinued around the larynx to such a degree that 
laryngeal edema may develop. Lateral pharyn 
geal abscesses, particularly those which are 
paratonsillar, produce deviations of the faucial 
components and obstruct the pharynx laterally. 

When there is evidence of pus, surgical 
drainage must be performed without delay. In 
those cases in which the presence of suppura 
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tion is questionable one must evaluate the 
clinical progress with the findings. Swelling 
and induration in a septic patient which can 
not be construed as simple adenopathy is satest 
explored and drained. The need for exploration 
progresses with the degree of sepsis and indura 
tion. All patients are put on a sepsis regimen. 
Fluids are forced to 4 or 5 L. intake daily. 
Aqueous crystalline penicillin, 50,000 units 
every three hours, is initiated. Complete hema 
tologic studies and urinalysis are done. Progress 
is noted on the change of local physical signs 
every 12 hours. If chills have occurred, a 
blood culture is taken and intravenous sulfa 
diazine is given additionally. The location of 
surgical drainage depends on the space in 
volved. All surgical explorations on the neck 
are done with local anesthesia. Submental ab 
scesses are incised horizontally below the chin. 
Lateral pharyngeal intections are approached be 
neath the angle of the mandible just posterior 
and inferior to the submaxillary gland. The 
parotid space should be approached by a hori 
vontal incision in the direction of the facial 
nerve even though the nerve lies deep to the 
gland. 

Submaxillary gland intections which have 
become chronic may require subsequent exci 
sion of the gland. Osteomyelitis of the mandible 
may require protracted treatment. Teeth which 
are responsible tor cervical abscesses may be 
removed when drainage from the abscess has 
ceased and sepsis has been absent for a few 
days. Most subsequent dental extractions in the 
writer's experience have been deterred for some 
7 to LO days from the time of external drainage. 

An analysis of 74 cases of deep neck intec 
tion is related herein exemplifying points in 
the incidence, location, mode of spread and 
management. It is interesting that dental in 
fections accounted for 43 of those seen and 
that a large percentage of these were preceded 
by dental extraction.— Myron Kaufman. 


@ Lumors anp Cysts of tHe Neck. Arnold 
S. Jackson. Am. J. Surg. 82:93, July, 1951. 


Tumors and cysts of the neck form one of the 
most interesting diagnostic and surgical prob 


lems, one that in many instances offers in 
surmountable obstacles and yet frequently re 
wards the surgeon with unexpected and gratify 
ing results. Possibly in no other part of the 
body do so many distinct pathologic entities 
occur in so small a region. 

A classification of tumors and cysts of the 
neck is presented. No classification ever has 
and probably ever will prove  satistactory to 
those interested in the subject, and the author 
offers this one merely as a working hypothesis. 
The main groups in this classification are: 
tumors of the thyroid and parathyroid glands: 
tumors of salivary glands; primary tumors of 
lymph glands; secondary tumors of the neck; 
benign tumors; unusual tumors; cysts and 
fistulas; inflammatory lesions. The lesions fall 
ing under these headings are discussed brietly 
as to location, diagnosis and treatment.— Myron 
Kaufman. 


@Sarivary lissue Neoprasms. James W. 
Hendrick, Grant E. Ward and Marvin M. 
Lacy. Am. J. Surg. 81:373, April, 1951. 


The parotid gland offers special anatomic prob 
lems trom a surgical standpoint and consists 
essentially of two lobes, a larger superticial 
lobe and a smaller retromandibular lobe. These 
lobes are connected by an isthmus that winds 
around the ascending ramus of the mandible. 
The facial nerve, after leaving the stvlomastoid 
foramen, passes anteriorly and slightly down 
ward to the posterior edge of the isthmus. Only 
a few of its filaments enter the substance of 
the superficial lobe which permits most benign 
tumors to be dissected without danger of in 
juring the facial nerve. Tumors arising in the 
superficial lobe, especially in its lower pole, fre 
quently grow to enormous size without invol\ 
ing branches of the facial nerve; however, small 
tumors arising in the retromandibular lobe 
may involve the lower branches of the facial 
nerve early. Tumors or infections developing 
in the retromandibular lobe produce symptoms 
early, with resulting trismus. 


Inflammatory lesions of the salivary glands 
frequently must be differentiated from neo 
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plasms. Mikulicz’s disease and sarcoidosis may 
involve either the parotid or submaxillary 
glands, or both. 

Mixed tumors are the most common neo 
plasms and affect all salivary tissue, parotid, 
submaxillary, sublingual and aberrant salivary 
tissue wherever located. The parotid gland is 
more frequently involved by benign and malig 
nant tumors than other salivary tissue. 

The typical mixed tumor of the parotid 
develops as an ovoid, bosselated tumor below 
and in front of the ear. They are seldom en 
countered in the upper portion of the gland, 
in contradistinction to malignant lesions. The 
facial nerve is infrequently involved unless 
malignant transformation ensues or the tumor 
develops in the retromandibular lobe. 

Recurrent tumors retain’ their original 
structure to a degree. The secondary growth is 
more cellular and has a greater tendency to 
become malignant. Malignant mixed tumors oc 
cur in a gland that has not been previously 
operated on or one that was incompletely re 
moved. Their growth is slow as contrasted 
with primary malignant growths. 

Recurrent tumors tend to remain locally 
invasive; consequently, extensive — recurrent 
growths frequently are amenable to adequate 
surgical removal. 

Adenomas and cysts of salivary tissue are 
not frequently encountered. They begin as 
small encapsulated nodules of gland tissue and 
are thought by some to be congenital displace 
ments. They more frequently occur in the upper 
lobe of the parotid and are intrequently en 
countered the submaxillary or sublingual 
vlands 

Primary malignant lesions of salivary tissue 
are more commonly encountered in older 
age group, as noted in cancer elsewhere in the 
body. 

The growth more frequently begins in the 
upper pole or in the retromandibular lobe. 
Primary malignant lesions may grow with such 
rapidity that they simulate an inflammatory 
lesion. 


Histologically there are three main vari 


eties of primary carcinoma of salivary. tissue; 


namely, adenocarcinoma, alveolar carcinoma 


and atypical carcinoma. Adenocarcinomas may 


be either papillary or alveolar in form 

Mixed tumors are unresponsive to irradia 
tion therapy. Treatment is complete surgical 
excision of the tumor with its capsule, plus an 
area of tissue 0.5 to | cm. wide around it, 
reducing recurrence to a minimum. 

A radical operation is imperative for car- 
cinoma of the parotid gland, the patient being 
informed that the facial nerve probably will 
be partially or completely sacrificed along with 
removal of the node-bearing tissue. Benign 
tumors involving the submaxillary glands are 
removed by total excision of the entire gland 
through an inframandibular incision. 

Aberrant salivary tissue may be present in 
the palate, cheeks, lips, nares, pharynx and 
skin of the face and neck. Since salivary gland 
tissue arises from outgrowths of the primitive 
oropharynx, it is obvious that aberrant salivary 
gland tumors can be found in the afore-men 
tioned locations. Like aberrant tissue located 
elsewhere these tumors more frequently undergo 
malignant change than tumors encountered in 
salivary tissue in its normal habitat.—Herbert 


|. Bloom. 


Unxoperarep Birarerat Compete Ciert 
Lip anp Crerr Patare in THE ApuLt: A 
Cast Report CommMents. Albert D. 
Davis. Plast. & Reconstruct. Surg. 7:482, June, 
1951. 


This author has had the rare opportunity ol 
studying an unoperated bilateral complete clett 
lip and cleft palate in a negro male aged 45. 
Aside from the deformity, the patient has en 
joved perfect health throughout his life. He has 
had no difficulty in eating or breathing and his 
speech was no worse than in some cases seen 
with surgical failures. Except for some atrophy 
of the muscular elements due to disuse the struc 
tures involved were as fully developed as might 
be expected in a noncleft state. It was con 
cluded that the congenitally deformed parts 
grow at a normal rate. Craniofacial morphology 
roentgenograms were made to obtain the 
cephalometric measurements. Tracings showed 
the measurements within normal limits. The 
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prolabium was well developed. The lateral 
halves of the maxilla almost met behind the 
premaxilla which was protruding. In this case, 
the prolabium was a soft inert mass without 
musculature. The premaxilla contained the two 
maxillary central incisors; the lateral incisors 
on each side were in the lateral maxillary 
processes. The author comments on several 
thoughts prevalent in the management of clett 
lip and cleft palate patients. He states that in 
many clinics the prolabium is used as the entire 
central portion of the lip in the constructive 
procedures. He prefers, however, to use as 
the vermilion, the vermilion of the lateral sides 
of the cleft, and he does not depend upon the 
vermilion of the prolabium to furnish the ver 
milion of the center portion of the lip. The lip 
and palate were closed in one operative pro 
cedure each. The article is well illustrated by 
photographs and roentgenographic tracings. 
feed O. Dingman. 


@ A Seria Srupy oF MANbiBpuLAR GrowTH 
Arrer REMOVAL OF THE CONDYLE IN THI 
Macaca Ruesus Monkey. Bernard G. Sarnat 
and Milton B. Engel. Plast. & Reconstruct. 
Surg. 7:364, May, 1951. 


Mandibular growth is a result of an integration 
of activities in a number of regions. Two types 
of bone growth occur in the following principal 
areas: (1) appositional, at the posterior border 
of the ramus, the sigmoid notch, the coronoid 
tip and the alveolar margin adjacent to the 
teeth; (2) epiphyseal-like growth, at the con 
dyle. The characteristic clinical and roentgeno 
graphic observations in the human being fol 
lowing disturbed growth of one condyle are: 

1) a short, wide ramus, a short body, a pre 
angular notch, fullness of the face on the side 
of injury; (2) on the opposite uninjured side, 
elongation of the body and a fat underde 
veloped appearance of the face; (3) malocclu 
sion with the mandible skewed toward the 
side of the affected condyle. With a bilateral 
condylar growth arrest there is usually a sym 
metrical lack of growth of the mandible. The 
purpose of this report is to determine by serial 
roentgenographic and gross studies the early 


effects of surgical removal of one or both 
mandibular condyles on the growing mandible. 
To accomplish this and also to obtain dis 
sected specimens for detailed study, the macaca 
rhesus monkey was selected. 

Where the resection was unilateral the 
osseous asymmetry was clearly revealed. There 
was a shift in the mandibular midline toward 
the side of the resection. The changes in the 
mandible consisted oi failure of growth in 
ramus height, some remodeling of the posterior 
border of the ramus slight preangular 
notching. In the region of resection a thickening 
of the bone was found, particularly on the 
medial aspect. This seemed to be an attempt 
at re duplication of the condyle and was more 
pronounced in those animals of a longer post 
operative survival period. If one condyle had 
been completely removed, the ramus was con 
siderably shorter when compared with the 
Opposite unoperative side. The mandibular 
angle was more nearly a right angle, whereas 
in the normal mandibles it tended to be obtuse. 
The mandibular ramus did not appear to be as 
thick as the normal and was, therefore, more 
translucent. 

Growth of the mandibular body in length 
was not aftected as was that of the ramus. 
Where both condyles had been removed there 
was an opening of the bite in the incisor region. 

If an adequate amount of bone is removed 
with the condyle, however, there is no need to 
insert interposing substance to prevent 
ankylosis. 

Although the regenerated mandibular con 
dyle fulfilled its articular function satistac 
torily, it lacked the growth potential and ana 
tomic configuration of the normal condyle 
Normally, the coronoid tip was at the level ot 
the zygomatic arch in the animals which were 
not operated on. When the condyle was re 
moved, the coronoid tip was above the 7VZO 
matic arch. In the animals in which only one 
condyle was removed the ramus of that side 
was much shorter and somewhat wider than 
on the untreated side. 

The antegonial notching and distortion ot 
the body of the mandible were not prominent 
in the experimental animals. 


In children with ankylosis of the temporo 
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mandibular joint, it may be desirable to post 
pone resection of the condyle until maximal 
mandibular growth has been attained. It should 
be ascertained whether or not the growth center 
of the condyle has been destroyed. If the study 
indicates that growth activity is continuing, 
postponement of surgical intervention should 
be considered in order to avoid a more severe 
growth arrest.—Herbert |. Bloom 


lie Correction oF ANKYLOSIS OF THI 
Jaw anp AssociareD Derormiries oF THE 
hace. Kenneth L. Pickrell, N. John Wilde, 
Benjamin F. Edwards, Thomas R. Broadbent 
and Nicholas Georgiade. Ann. Surg. 134:55, 
July, 1951. 


There are two dominant factors which influence 
the development and ultimate contour of the 
face. One is the growth potential inherent in 
germ plasm which determines the sites of 
growth. The other is the response to function 
which influences the rate and degree of growth. 
Lhe forces of mastication, swallowing and talk 
ing are transmitted through muscle pull and 
direct pressure to those growth areas. Any 
etiologic factor causing an ankylosis before the 
cessation of growth at the condylar growth 
center—16 to 18 years—will destroy or inhibit 
its function since mastication and other move 
ments of the mandible have ceased. As a result, 
there is not only the maldevelopment oi the 
mandible, but also an underdevelopment of 
the face owing to the lack of forward and 
downward growth which would have been 
brought about by stimulation of the growth 
centers through function. Since it is through the 
tecth that the masticating forces influence 
growth and development, dental and ortho 
dontic consultation and treatment should be ob 
tained following correction of the ankylosis. 
There are several etiologic factors that may 
bring about ankylosis. These factors may cause 
changes in the joint proper or in adjacent tis 
sues. Trauma to the chin trom a fall or blow, 
iractures of the mandible, extension of infection 
from the teeth, middle ear, mastoiditis, tonsillar 


abscesses, or pharyngitis, infectious diseases, 


such as rheumatic fever and gonorrhea, and 
generalized diseases, such as rheuma 
toid arthritis and Maric Striimpell disease, are 
the most common etiologic factors. Congenital 
ankylosis is rare. Soft tissue tumors, bone 
tumors, bony excrescenses or hyperplasia of the 
condyle may cause partial ankylosis. 

Before operation one should differentiate, 
if possible, between articular ankylosis, extra 
articular ankylosis and a combination of these, 
and between unilateral or bilateral ankylosis. 
In true bony ankylosis there is no lateral move 
ment and absolute lack of protrusion of the 
jaw. In unilateral extra-articular ankylosis, pro 
trusion is possible. In_ bilateral intra-articular 
ankylosis, no forward thrust is possible. In 
soft tissue fixation, normal protrusion may be 
present. 

The treatment of ankylosis of the jaw is 
primarily surgical. In reviewing the literature, 
the authors state that more than 18 different 
yprocedures have been used for correcting this 
deformity. Two operations, with variations, are 
used almost exclusively at present. One is 
condylectomy in which the condyle and neck 
of the involved joint are resected. Many investi 
gators feel that if sufhcient bone is removed 
by this procedure, the insertion of tissue or 
other materials for maintenance of the resected 
space and prevention of recurrence is not neces 
sary. The other procedure is ostectomy of the 
ramus, in which a false joint is constructed 
after resecting the ramus. Risdon popularized 
this operation but the others present a modifi 
cation of this procedure in which the level of 
resection and the use of the interpolated mas 
seter Hap differ greatly. One centimeter or 
more of bone is removed and the fasciculi of the 
posterior third of the masseter muscle are 
severed inferiorly at their insertion into the 
angle of the mandible and interpolated into 
the space created by the ostectomy and tucked 
behind the sectioned ramus. The interposition 
of this muscle mass prevents apposition of the 
cut bone surfaces, and will act as a stabilizer 
for the newly constructed false joint. This op 
eration for ankylosis is described in detail by 
the authors and a_ brief discussion of the 
causes and prevention of recurrence is pre 
sented.—Myron Kaufman. 
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Announcements 


@Grear Lakes Society oF SurGeons 


A group of seventy eight oral surgeons from Ohio, Michigan and Western Pennsylvania met at 
the Statler Hotel in Detroit on September 16, 1951, to form a new regional oral surgery society, 
the Great Lakes Society of Oral Surgeons. 

The following officers were elected: P. J. Autderheide, Cleveland, president; Harold Hl. Sell, 
Cleveland, president-elect; Philip M. Northrop, Ann Arbor, vice-president; Bruce B. Cook, Detroit. 
secretary: treasurer. 

The society will meet once a year. For further information write Bruce B. Cook, 10314 
Puritan Avenue, - Detroit. 


ANNuat Berksuire CONFERENCE PERIODONTOLOG\ 
AND Orat 


The Division of Graduate and Postgraduate Studies of Tutts College Dental School will conduct 
the third annual Berkshire Conterence in Periodontology and Oral Pathology at Eastover, a resort 
hotel in Lenox, Mass., June 15-19, 1952. The conference will consist of four days of lectures, 
seminars and panel discussions regarding clinical problems by outstanding teachers and clinicians 
in dentistry, medicine and their related fields. 

For further information regarding this conference write to the Berkshire Conference, Tufts 
College Dental School, 136 Harrison Avenue, Boston 11. 


Anerican Society OF Orat SuRGEONS 


\t the thirty-third annual meeting of the American Society of Oral Surgeons, held in Washing 
ton, D. C., October 10-13, 1951, the following were elected to offce: W. T. Ewing, Akron, 
Ohio, president; D. C. McRimmon, Fort Worth, president-elect; Don HH. Bellinger, Detroit, vice 
president; Frank B. Hower, Louisville, Ky., secretary-treasurer. Miss Ruth F. Whalen was appointed 
executive secretary. 


The thirty-fourth annual meeting will be held in New Orleans, October 8-11, 1952. 


Postcrapuare PRaininc ar New York Universtiy 
or DrENtistRY 


The periodontia department of New York University College of Dentistry announces its full-time 
course in periodontia and oral medicine for one academic year, September 22, 1952, to May 22. 
1953, leading to a certificate. The course is limited to tour. 

Half-time, two year courses are also given, as well as a three weeks refresher course beginning 
June 2, 1952. All courses are under the direct supervision of Dr. Samuel Charles Miller. 

For turther information write Postgraduate Division, New York University College of Den 
tistry, 209 East Twenty-third Street, New York 10. 
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ANNOUNCEMENTS 


@ Cincinnati Society Marcu Crinic MEETING AND 
Cuipren’s Denrat Day 


The Cincinnati Dental Society March Clinic Meeting and Children’s Dental Health Day will be 
held at the Netherland Plaza Hotel on March 23-25, 1952. 

For further information write H1. Lawrence Miller, Chairman of Publicity, 526 Doctors 
Building, Cincinnati. 


@ Grapuare anp Postrcrapuate Srupies av Lurrs 
DENTAL ScHoot! 


Courses in minor oral surgery will be presented throughout the academic year of 1951-1952. 
Tuition will be $125 for the eight weeks from January 23 to March 12, 1952. Tuition will be 
$100 tor the period trom June 2 to 6, 1952. 

Information may be obtained by writing to the director of the Division of Graduate and 
Postgraduate Studies, Tufts College Dental School, 136 Harrison Avenue, Boston 11. 


ANNuaAt Meerine oF THE ACADEMY OF OraAL PATHOLOGY 


The Academy of Oral Pathology will hold its sixth annual meeting at the Conrad Hilton Cformerly 
the Stevens) Hotel, Chicago, February 3, 1952. 

The program will include discussions on the physiology of bone, bone behavior, periodontal 
disease, dermatological diseases atfecting the oral cavity, studies of oral carcinomas, dental anomalies 
and gingival enlargement. 


All interested dentists are welcome to attend. 


INrernationat Denrat Concress ScHuepULED To Meet in LONDON 


The eleventh International Dental Congress, sponsored by the Fédération Dentaire Internationale, 
will be held in London, July 19-26, 1952. Scientific reports to be presented for discussion at the 
Congress will be published in the four issues of the International Dental Journal dated Septem 
ber 1951 to June 1952. 


For further information write to G. Hl. Leatherman, Honorary Secretary, 13 Hill Street, 


London, W. 1. 
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Editorial communications 


@ oniGinaL COMMUNICATIONS— [his journal invites concise original contributions in the broad 


field of clinical and experimental surgery of the mouth and associated structures, including roent 
genology, diagnosis, anesthesia and oral surgical pathology. Articles are accepted for publication with 
the understanding that they are contributed solely to the Journat oF Orat Surcery. All manu 
scripts are subject to editorial modification. Neither the editors nor the publishers accept responsi 


bility for the views and statements of authors expressed in their communications. 


@ manuscriprs— Manuscripts submitted for publication should be sent to Reed O. Dingman, 
Editor, 221 North Ingalls Street, Ann Arbor, Michigan. 

Manuscripts should be typewritten on one side of the paper only with double spacing and lib 
eral margins. The author's name and the abbreviated title of the article should appear at the top oi 
each manuscript page. The original should be sent to the editor and a carbon copy retained by the 
author. Manuscripts will not be returned if accepted for publication. 

References should be placed at the end of the article and should contorm to the style of the 
Quarterly Cumulative Index Medicus; viz., name of author, title of article and name of periodical 
with volume, pages, month and year. They should be numbered and should appear in the same 


order as that of the superior figures inserted in the appropriate positions in the text. 


@ itcusrrations—Ilustrations accompanying manuscripts should be unmounted and num 
bered. The author's name should appear on the margin or back. 

Authors should insert figure numbers at appropriate places in the text. The original drawings. 
or glossy print photographs of them, should accompany the manuscript. Legends for illustrations arc 
to be typewritten in a separate list with numbers corresponding to those on the photographs and 
drawings. 

A reasonable number of halltone illustrations will be reproduced free of cost to the author, but 
special arrangements must be made with the editors tor color plates, elaborate tables or extra illus 
trations. Copy for zinc cuts (such as pen drawings and charts) should be drawn and lettered in India 
ink or with black typewriter ribbon Ccarbon paper placed with carbon against back of sheet for 
bolder type). Ordinary blue or colors will not reproduce. Only good photographic prints or drawings 
should be supplied for halftone work. 


@ case revports—Case reports will constitute an important department of the journal and the 
editors welcome case reports that are of unusual clinical value or that present exceptional conditions 
of interest to dental surgeons. 


@ excuances Letters, exchanges, reprints and all other communications relating to the Jour 


NAL OF Ornat Surcery should be sent to the American Dental Association, 222 East Superior Street. 
Chicago 11. 
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FLUORIDE: 
less tooth decay 


A 4 page leaflet presenting authentic information on “Fluoride 
in the Drinking Water” and “Fluoride Applied to the Teeth of 
Children.” 


Answers questions such as: 


© Do fluorides prevent all tooth decay? 
© What is fluorine? 


© How was fluoride treatment discovered? 


use this order blank 


Order Department, AMERICAN DENTAL ASSOCIATION 
222 East Superior Street, Chicago 11, Illinois 


Check the order you wish to place for FLUORIDE leaflet: 


25 Copies $ 45 
50 Copies $ .80 
100 Copies $1.30 


Please send remittance with order. 


name 


address 


city zone state 


print 
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Reduced emotional hazards and minimal 
after-effects, in both adults and children, 
may be achieved in simple extractions 

with the use of Vinethene. 
More and more exodontists are using 
Vinethene, by open-drop administration 
and in the gas machine, as a complement 
Prompt Uneventful to nitrous oxide-oxygen. All Vinethene 
’ cartons contain the new improved drop- 

ping cap. 


Recovery in 


ANESTHESIAS 
OF SHORT DURATION 


(Vinyl Ether for Anesthesia U.S.P. Merck) 
An Inhalation Anesthetic for Short Operative Procedures 


MERCK &A CO... INC. 


Manufactu ring Chemists 


RAHWAY, NEw JERSEY 


Ii Canada: MERCK & CO. Limited « Montreal 
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ARE YOU MOVING? 


Giving us advance notice will keep 
the Journal coming to you without 
interruption. Here's a handy form to 
use: 


Name 


Old Address 


New Address 


MAIL TO 


American Dental Association 
222 E. Superior St. 
Chicago 11, Illinois 


TREAT FRACTURES 
the simple, easy way 


Roger Anderson Equipment 


request, without obligation. 


INDEX TO ADVERTISEMENTS 


American Dental Association 
Cook Waite Laboratories 
Merck and Company 


Tower Company, The . 


Allows normal talking, eating and 
mouth cleanliness. Free catalog, 
technics, prices and reprints on 


THE TOWER COMPANY 


P.O. BOX 3181 SEATTLE 14, WASH. 
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